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A  Biographical  Note 


It  would  be  difficult  to  conceive  of  a  career  more  definite,  more  clean- 
cut,  and  more  unified  than  that  of  Sigismund  Schulz  Goldwater,  the 
author  of  the  essays  and  addresses  collected  in  the  present  volume.  He 
was  born  in  New  York,  on  February  7,  1873.  He  went  to  work  in  his 
early  teens,  and  when  he  was  eighteen  he  was  editing  a  trade  journal. 
Then  he  returned  to  school,  and  devoted  himself  to  political  and  social 
studies,  philosophy,  and  ethics  at  Columbia  and  Leipzig  Universities.  He 
realized  at  this  point  his  fundamental  passion  for  improvement  in  the  order 
of  society,  but  he  felt  the  lack  of  a  more  concrete  basis  for  application  of 
the  principles  of  social  betterment.  He  had  the  lever  but  not  the  fulcrum. 
While  on  a  walking  trip  in  the  Carpathian  Mountains  he  decided  that 
medicine  would  give  him  the  solid  ground  for  an  approach  to  a  better 
world.  As  he  said  in  a  letter  to  one  of  us  (C.-E.  A.  W.)  in  1928  : 

I  originally  dedicated  myself  not  to  medical  or  public  health  work,  but 
to  economics.  With  an  ethical  background  and  with  the  love  of  and  belief  in 
justice  that  characterizes  the  youthful  enthusiast,  I  speedily  arrived  at  the 
conclusion  that  a  mere  analysis  of  economic  conditions  without  a  social 
objective  was  hardly  worth  while,  and  that  the  phase  of  economics  that  had 
any  meaning  for  me  was  really  the  question  of  distribution.  But  to  formulate 
a  reasonable  program  for  the  distribution  of  wealth,  without  a  clearly  defined 
minimum  standard  of  living  for  the  masses,  seemed  impossible.  How  could 
such  a  standard  of  living  be  determined?  This  line  of  thought  led  straightway 
back  to  a  physiological  definition  of  health,  and  suggested  to  me  that  any 
system  of  applied  economics  designed  to  satisfy  human  needs  would  even¬ 
tually  have  to  be  directed  by  public  health  officers.  At  once  I  decided  to 
abandon  economics  and  took  to  medicine  as  a  stepping  stone  to  what  I  hoped 
at  that  time  would  be  a  useful  public  health  career. 

So  he  graduated  from  New  York  University  College  of  Medicine  in 
1901,  and  became  a  member  of  the  house  staff  at  The  Mount  Sinai  Hos¬ 
pital.  Here  he  soon  faced  a  second  choice.  He  had  given  promise  of  distinc¬ 
tion  as  a  clinician  and  medical  investigator;  but  he  had  not  forgotten  the 
lever  in  preoccupation  with  the  fulcrum.  His  imagination  was  captured  by 
the  hospital  as  an  institution,  “a  strange,  fascinating,  forbidding  mixture 
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of  elevating  and  depressing  elements.”  This  particular  hospital  was  at  that 
moment  facing  problems  of  expansion.  A  group  of  ten  hospital  buildings 
on  an  uptown  site  was  almost  completed,  with  a  greatly  enlarged  capacity 
involving  increased  complexity  of  organization,  and  a  new  superintendent 
was  to  be  appointed.  Little  prestige  was  then  attached  to  the  position  of 
hospital  superintendent;  the  duties  of  such  a  post  were  regarded  as 
limited,  mechanical,  subordinate.  To  the  surprise  of  his  superiors  and 
fellow  interns,  young  Goldwater  applied  for  the  position.  Everyone  warned 
him  that  he  was  throwing  away  a  brilliant  career  in  clinical  medicine. 
His  “Notes  on  Blood  Pressure  in  Man,”  which  had  won  a  coveted  medical 
school  award,  had  reported  the  clinical  usefulness  of  the  then  novel  instru¬ 
ment,  the  tonometer,  forerunner  of  the  sphygmomanometer.  Dr.  William 
H.  Welch  had  called  the  paper  “an  excellent  piece  of  work,”  and  it  had 
been  published  in  the  Journal  of  Experimental  Medicine .  Dr.  Harlow 
Brooks,  one  of  his  medical  teachers,  wrote  to  him,  “I  do  hope  that  you 
will  not  allow  executive  work  to  wean  you  away  from  strictly  medical 
lines,  for  you  are  particularly  gifted  and  it  would  be  a  shame  to  waste 
such  talents.” 

The  Board  of  Trustees,  on  their  side,  considered  his  medical  training 
a  dubious  asset  for  the  position.  They  were  somewhat  puzzled  by  his 
seeming  willingness  to  waste  this  training,  and  he  seemed  young  for  so 
responsible  a  job.  Nevertheless,  a  year  after  he  joined  the  house  staff  he 
was  appointed  assistant  superintendent.  Perhaps  his  early  business  experi¬ 
ence  had  weighed  somewhat  in  the  balance.  The  die  was  now  cast.  Here 
at  last  he  could  fulfill  his  passion  for  social  betterment  through  the  ap¬ 
plication  of  sound  basic  knowledge;  and  in  the  course  of  his  doing  it, 
hospital  administration  acquired  dignity  and  distinction. 

From  then  on  his  life  may  be  divided  into  six  phases — in  some  re¬ 
spects  distinct,  but  all  infused  with  the  inspiration  of  a  common  aim.  In 
approximate  chronological  order,  they  are :  Administrator  of  The  Mount 
Sinai  Hospital,  1902—1929;  Consultant  on  Hospital  Construction  and 
Management,  1907—1933;  Commissioner  of  Health  of  New  York  City, 
1914— 1915;  service  during  World  War  I,  1917-1918;  Commissioner  of 
Hospitals  of  New  York  City,  1934-1940;  President,  Associated  Hospital 
Service  of  New  York,  1940-1942. 

The  rock  upon  which  his  career  was  built,  as  he  always  gratefully 
remembered,  was  The  Mount  Sinai  Hospital.  For  the  whole  of  his  active 
life,  begun  as  a  member  of  the  house  staff  and  winding  up  as  consultant 
and  member  of  the  Board  of  Trustees,  he  was  a  vital  force  in  the  affairs 
of  this  institution. 

Immediately  following  his  appointment  as  Assistant  Superintendent, 
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he  asked  for  a  leave  of  absence  to  study  European  hospitals,  which  at  that 
time  were  in  advance  of  American  institutions.  The  summer  of  1902  was 
spent  in  visiting  French,  German,  and  English  hospitals.  The  following 
year  he  was  made  superintendent,  and  his  letters  of  that  period  show  his 
complete  absorption  in  his  task:  “One  gets  swallowed  up  in  this  work, 
whether  he  wishes  it  or  no.  All  day  questions  of  life  and  death,  and 
happiness  and  employment  and  discipline  and  dissatisfaction — an  unend¬ 
ing  round  of  hospital  matters  in  which  a  thousand  persons  are  interested 
who  forget  the  rest  of  the  great  wide  world.” 

The  leadership  of  the  new  superintendent  soon  became  evident,  and 
the  Board,  accepting  the  basic  principle  of  administrative  control,  passed 
a  resolution  (the  paraphrase  is  his)  “making  the  Superintendent  the  real 
boss  with  final  jurisdiction  over  all  departmental  disputes.”  It  was  at  that 
time  that  he  wrote  in  a  letter,  “Despite  all  my  anticipations  of  trouble,  I 
believe  I  have  no  opposition.  The  organization  is  far  from  smooth  yet, 
but  it  will  be,  unless  my  love  of  order  and  impatience  of  all  things  ragged 
and  disorderly  should  vanish.”  The  new  buildings  (a  reception  ward  had 
been  added  at  the  new  superintendent’s  insistence),  though  not  perfect 
in  layout,  were  dignified,  substantial,  and  spacious.  The  hospital’s  twelve 
departments  and  four  special  services,  each  in  charge  of  a  chief  and  a 
staff  of  adjuncts,  made  possible  a  greatly  expanded  program. 

All  this,  however,  was  only  a  beginning.  Under  its  liberal  and  open- 
minded  Board,  the  hospital  moved  steadily  forward.  Between  George 
Blumenthal,  active  in  the  hospital’s  affairs  for  fifty  years,  during  half  of 
which  he  was  President  of  the  Board,  and  Sigismund  Goldwater,  a  grow¬ 
ing  esteem  and  affection  developed  (after  a  head-on  controversy  over  a 
routine  proposal)  which  led  to  a  lifelong  collaboration  in  the  interests  of 
the  hospital.  Another  member  of  the  Board  with  whom  a  warm,  sympa¬ 
thetic  relationship  developed  was  Leo  Arnstein,  who  through  four  decades 
gave  his  services  to  the  hospital  as  secretary,  vice-president,  and  president. 
In  the  intelligent  and  vigorous  administration  of  Mount  Sinai,  such  men 
as  Drs.  Arpad  Gerster,  Henry  Koplik,  Carl  Koller,  Abraham  Jacobi,  and 
Theodore  C.  Janeway  found  new  possibilities  of  medical  practice  and 
organization. 

The  stimulating  atmosphere  led  naturally  to  growth  and  progress. 
Preceded  only  by  Massachusetts  General  Hospital  in  Boston,  and  Bellevue 
Hospital  in  New  York  City,  in  1906  Mount  Sinai  introduced  a  social 
service  department.  A  little  later  came  a  dental  department.  Postgraduate 
medical  instruction  was  begun  in  1910,  and  by  1911  the  annual  report 
was  listing  nine  distinct  medical  and  surgical  specialties;  the  x-ray  depart¬ 
ment  had  grown  until  it  now  occupied  six  rooms  instead  of  one;  the 
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laboratory  staff  had  trebled ;  and  the  laboratory  and  dispensary  buildings 
had  been  remodeled  and  enlarged. 

The  hospital  had  also  begun  to  take  cognizance  of  the  needs  it  was 
unable  to  meet.  The  1910  Annual  Report  broke  down  the  statistics  on 
“patients  refused  under  the  rules”  into  specific  categories.  In  this  practice 
it  had  been  preceded  only  by  the  Boston  Dispensary.  A  widening  com¬ 
munity  outlook  further  expressed  itself  in  the  leading  part  which  the 
hospital  (and  its  superintendent)  took  in  organizing  the  Association  of 
Children’s  Clinics,  whose  purpose  it  was  to  co-ordinate  and  complete  a 
city-wide  program  of  child  care. 

At  Mount  Sinai,  S.  S.  Goldwater  developed  and  displayed  the 
qualities  of  mind  and  heart  which  marked  his  relationships  with  the 
institution,  the  people  in  it,  and  the  community.  In  the  direction  of  the 
hospital  he  showed  such  practical  acumen  and  sound  business  sense  that 
one  of  his  trustees  offered  him  the  headship  of  a  large  business  enterprise. 
Most  important  of  all,  in  personal  contacts  and  social  outlook  he  showed 
the  sense  of  human  responsibility  which  he  himself  expressed  when  he 
wrote  in  a  personal  letter,  “I  am  just  the  friend  and  servant  of  all  the 
hospital  and  its  people.” 

Within  four  years  of  his  becoming  superintendent,  his  contributions 
to  the  philosophy  and  methodology  of  hospital  management  had  gained 
wide  attention,  and  he  was  chosen  President  of  the  American  Hospital 
Association  for  1908.  From  then  on,  his  leadership  was  not  limited  to  his 
hospital  alone.  As  early  as  1904  the  Board  of  Trustees  of  Bellevue  Hos¬ 
pital,  New  York  City’s  largest  municipal  hospital,  had  sought  his  advice. 
In  1907  he  was  asked  to  advise  a  small  hospital  in  Canandaigua,  New 
York.  In  1908  he  was  appointed  Consulting  Expert  in  Hospital  Con¬ 
struction  for  Bellevue  and  Allied  Hospitals,  and  began  to  revise  plans  for 
proposed  new  construction,  the  first  of  the  numerous  municipal,  state,  and 
national  projects  in  which  he  participated  for  the  rest  of  his  life.  His 
connection  with  Bellevue  lasted  until,  as  Commissioner  of  Hospitals  almost 
three  decades  later,  he  became  officially  responsible  for  initiating  as  well 
as  for  building  important  additions.  By  the  time  he  withdrew  from  his 
work  as  hospital  consultant  in  1934,  more  than  200  hospitals  had  called 
upon  him  for  expert  service,  and  the  field  of  his  activities  had  extended 
over  all  of  the  United  States,  into  Canada,  Europe,  and  the  Far  East. 

In  the  expanding  hospital  program  of  the  era  he  found  one  of  those 
happy  upcroppings  of  opportunity  to  which  he  often  referred,  deprecating 
credit  for  his  work.  “Again  and  again  I  have  happened  to  be  around  when 
a  job  needed  doing  and  through  the  accident  of  propinquity  have  been 
granted  some  unusual  opportunity.”  Among  the  jobs  that  needed  doing 
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was  the  planning  of  hospital  buildings  throughout  the  country;  his  influ¬ 
ence  on  the  physical  planning  of  hospitals  was  probably  greater  than 
that  of  any  other  man  of  his  time.  He  “never  used  the  same  plan  twice”; 
but  he  adapted  to  local  needs  a  solid  knowledge  of  the  basic  objectives  of 
the  hospital,  a  keen  vision  of  the  functional  relationship  of  its  various 
parts,  and  an  artist’s  fundamental  concept  of  effective  and  pleasing  space 
relations.  His  sense  of  relationship  was  social  as  well  as  spatial;  and  his 
vision  of  the  human  objectives  was  as  clarifying  in  regard  to  the  operation 
of  a  hospital  as  to  its  physical  construction.  It  is  in  great  measure  the 
result  of  his  consistent,  ardent  vision  and  of  his  work  that  there  is  such 
emphasis  now  on  the  use  of  intensive  hospital  surveys  as  a  basis  for  plan¬ 
ning,  the  creation  of  community  councils,  the  inclusion  of  specialized 
services  and  the  care  of  communicable  diseases  in  the  program  of  the 
general  hospital ;  and  his  insistence  helped  bring  about  the  realization  that 
the  hospital  is  “an  organic  unit  which  cannot  function  vigorously  unless 
all  of  its  departments  function  in  harmony.” 

The  social  and  economic  problems  of  hospital  planning  and  organiza¬ 
tion  are  far-reaching  and  diverse.  To  be  considered  and  weighed  in  rela¬ 
tion  to  each  other  are  such  factors  as:  available  sites  and  the  size  of  the 
building  fund,  traditional  aims  and  changing  outlooks,  conservative  atti¬ 
tudes  and  the  complexities  of  modern  medicine,  community  needs  and 
professional  ambitions,  personal  preferences  and  existing  structures.  Most 
articulate,  often,  has  been  the  rivalry  of  the  various  groups  which  make  up 
the  composite  life  of  the  hospital,  each  presenting  as  paramount  the  claims 
of  a  special  department.  In  conferences  with  lay  and  medical  committees, 
Dr.  Goldwater’s  experience  and  his  understanding  of  hospital  problems, 
his  impartiality  in  reconciling  conflicting  demands,  adroit  persuasiveness, 
and  quick  perception  of  the  individual  quality  of  the  person  he  was  deal¬ 
ing  with,  helped  to  give  him  a  controlling  position.  As  he  once  phrased  it : 
“Making  the  program  is  half  the  battle.  Making  the  hospital  program  is 
like  planning  a  campaign;  it  is  necessary  to  have  a  clear  idea  of  the  objec¬ 
tive,  and  strategy  must  be  used  in  attaining  it.” 

In  1 91 1  Cook  County  Hospital  in  Chicago  called  upon  him  for  advice 
in  regard  to  its  plans  for  a  hospital  of  4,000  beds.  Not  only  did  he  find 
the  site  unsuitable,  but  the  plan  itself,  as  well  as  the  example  that  such  a 
program  would  set  for  “inexperienced  municipalities”  in  general,  appalled 
him.  His  campaign  by  correspondence,  in  which  he  condemned  the  whole 
project,  succeeded  in  arousing  the  leading  citizens  and  medical  men  of 
Chicago  to  the  enormity  of  “five  or  six  miles  of  sickbeds  under  one 
management,  an  ungovernable  mass  which  spells  outrage  and  disaster,” 
and  the  building  plans  were  revised.  In  Philadelphia,  in  1915,  he  was 
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one  of  several  speakers  at  a  public  meeting  called  to  protest  against  plans 
which  would  have  added  to  the  conglomeration  of  poorhouse,  home  for 
the  aged,  orphanage,  insane  asylum,  hospital,  and  what  not,  that  went 
by  the  name  of  Blockley,  an  additional  group  of  outmoded,  uncoordi¬ 
nated  buildings.  A  newspaper  reported  that  Dr.  Goldwater,  “with  all  the 
courtesy  in  the  world  cast  the  plans  into  the  rubbish  heap.”  Here,  too,  the 
program  was  changed. 

Perhaps  his  most  delicate  and,  at  the  same  time,  most  drastic  task 
of  rehabilitation,  which  he  undertook  single-handed,  was  in  New  Orleans. 
The  Charity  Plospital  there  had  for  long  years  been  politically 
hagridden  and  corrupt;  the  medical  and  nursing  organization  was  con¬ 
fused,  illogical,  and  ineffective  beyond  belief.  A  salaried  political  ap¬ 
pointee,  the  house  surgeon,  was  at  the  head  of  the  hospital  of  over  i  ,000 
beds.  In  addition  to  the  combined  duties  of  chief  surgeon  and  adminis¬ 
trative  officer,  he  made  staff  appointments  and  retained  the  privilege  of 
carrying  on  a  private  practice.  In  1913,  an  independent  board,  appointed 
by  a  governor  pledged  to  take  the  hospital  out  of  politics,  called  Dr.  Gold- 
water  in  to  make  an  impartial  survey. 

During  the  ten  days  that  he  was  in  New  Orleans,  feeling  ran  high 
between  opposing  parties;  newspapers  and  officials  focused  public  atten¬ 
tion  on  the  visiting  expert.  His  final  report,  generous  in  its  appraisal  of 
the  devoted  services  of  the  nursing  Sisters,  laid  bare  their  failure  as  busi¬ 
ness  managers,  and  firmly  condemned  the  hospital’s  medical  organization. 
The  recommendations,  according  to  the  Board’s  official  report,  “should 
be  the  vade  mecum  of  every  member  of  every  Board  of  Administrators,” 
and  were  characterized  by  Dr.  Rudolph  Matas,  dean  of  the  reorganized 
staff,  whose  connection  with  the  hospital  has  lasted  to  the  present  time, 
as  a  “model  of  calm,  thorough,  judicial,  and  impartial  analysis  of  a  diffi¬ 
cult  situation,  which  led  to  clear,  definite,  and  unequivocal  conclusions.” 
The  most  important  of  these  was  that  a  professionally  trained  hospital 
superintendent  was  needed  as  executive  officer.  Even  the  house  surgeon 
who  stood  to  lose  most  by  the  suggested  changes  expressed  willingness  to 
relinquish  his  lucrative  job  and  its  perquisites.  Though  under  the  gover¬ 
norship  of  Huey  Long  the  Charity  Hospital  reverted  to  the  former  vicious 
system,  in  1 940  the  hospital  was  rebuilt  and  enlarged  and  the  pattern  set 
up  in  1913  was  once  more  adopted.  According  to  Dr.  Matas,  “The  re¬ 
forms  and  sound  principles  of  administration  laid  down  by  Dr.  Goldwater 
have  survived  and  now  form  part  of  the  common  stock  of  knowledge 
that  is  fundamental  in  hospital  administration.  In  this  sense  Dr.  Gold- 
water’s  historic  contribution  to  the  progress  of  Charity  Hospital  is  en¬ 
during.” 
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In  the  midst  of  his  work  at  Mount  Sinai,  he  was  offered  the  oppor¬ 
tunity  of  making  a  fundamental  contribution  in  the  field  of  general  public 
health  practice,  a  subject  which  was  always  clearly  envisioned  in  the 
background  of  his  hospital  thinking.  John  Purroy  MitcheFs  reform  ad¬ 
ministration  of  the  City  of  New  York  came  into  power  in  1913.  Plermann 
M.  Biggs,  who  had  until  then  guided  the  city’s  Health  Department  from 
behind  the  scenes,  had  taken  over  the  state  Public  Health  Service  at 
Albany,  and  Mayor  Mitchel  persuaded  the  superintendent  of  Mount 
Sinai  to  become  Commissioner  of  Health.  The  hospital  granted  him  a 
leave  of  absence,  and  accepting  the  assignment  as  a  short-term,  temporary 
one,  he  stayed  in  this  post  during  the  two  years  1914— 1915.  Mayor 
Mitchel  had  chosen  the  best  man  in  the  city  for  the  job,  a  man  who  had 
fully  realized  the  need  for  specialized  health  administrators,  as  shown  by 
a  paper  written  earlier,  “The  Need  for  an  American  Public  Health  De¬ 
gree.”  The  ten  accredited  universities  on  this  continent  which  now  give 
the  degree  of  Master  of  Public  Health  would  have  caused  him  to  rejoice. 
There  were  no  such  schools  in  1913,  but  years  of  constructive  thinking 
in  the  fields  of  preventive  and  social  medicine  had  prepared  him  for  his 
new  task. 

The  New  York  City  Department  of  Health  was  responsible  for  safe¬ 
guarding  the  health  of  a  population  of  5,500,000.  Nearly  3,500  persons 
were  officially  connected  with  the  Department,  and  its  annual  appropria¬ 
tion  ran  to  $3,500,000.  Great  powers  were  vested  in  the  Board  of  Health, 
whose  members  were  the  Commissioner  of  Health,  the  Commissioner  of 
Police,  and  the  Health  Officer  of  the  Port  of  New  York;  in  practice 
the  authority  and  the  responsibility  rested  with  the  Commissioner  of 
Health. 

The  new  Commissioner’s  first  and  most  important  task  was  the 
reorganization  of  his  Department.  Under  the  nonpartisan  municipal 
administration  it  became  possible  to  exclude  all  considerations  of  politics 
or  favoritism,  to  make  every  appointee,  every  dollar,  do  full  and  useful 
duty.  Three  new  bureaus  were  established,  and  bureau  heads  were  put 
on  a  full-time  career  basis,  instead  of,  as  formerly,  on  part-time  service. 
Nevertheless,  by  abolishing  unproductive  positions,  the  Department  was 
able  to  return  to  the  city  $170,000  of  unexpended  budget  appropriations 
by  the  end  of  1914. 

The  appointment  of  Dr.  Haven  Emerson,  a  distinguished  public 
health  expert,  as  Deputy  Commissioner,  was  one  indication  of  the  De¬ 
partment’s  new  standards.  Pioneer  measures  based  on  new  conceptions 
of  government  responsibility  for  the  health  of  its  citizens  followed  each 
other  in  rapid  succession.  Against  the  vociferous  opposition  of  the 
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manufacturers  of  patent  medicines,  an  ordinance  was  passed  requiring 
that  the  labels  of  all  patent  medicines  give  a  complete  list  of  their  ingre¬ 
dients,  or  alternatively,  that  the  formulas  be  registered  with  the  Depart¬ 
ment.  A  hitherto  existing  gap  in  the  vaccination  program  was  closed  by 
the  Commissioner’s  tactful  apology  to  the  parochial  schools  for  former 
neglect.  And  fumigation  after  contagious  diseases,  some  time  since  scien¬ 
tifically  proved  useless  but  continued  in  deference  to  popular  belief  in  its 
efficacy,  was  finally  abandoned. 

At  this  time,  the  public  was  just  being  persuaded  of  the  value  of 
periodic  physical  examinations;  in  the  interest  both  of  health  education 
and  health  conservation,  the  Department  now  offered  to  “take  stock”  of 
its  own  employees.  Though  some  were  hesitant,  most  of  the  members 
of  the  Department  eventually  followed  the  example  of  the  Commissioner, 
who  was  the  first  to  present  himself  for  examination. 

Among  the  most  important  features  which  saw  their  beginning  during 
his  administration  of  the  Health  Department  were  the  development  of 
one  of  the  earliest  bureaus  of  health  education  in  the  country,  the  estab¬ 
lishment  of  a  Bureau  of  Industrial  Hygiene  and  Occupational  Clinic, 
believed  to  be  the  first  in  any  municipal  health  department,  and  the 
creation  of  the  first  local  health  district.  Many  large  communities  have 
since  adopted  the  establishment  of  local  health  districts  as  a  fundamental 
policy.  He  appreciated  to  the  full  the  value  of  generalized  decentralized 
public  health  service — not  only  for  efficiency  and  economy  but  because 
“where  there  is  a  high  degree  of  differentiation  of  function,  the  individual 
worker  ceases  to  see  things  in  their  true  proportion,  and  fails  to  grasp  or 
apply  the  broad  principles  by  which  the  Department  is  governed.” 

At  the  end  of  1915  he  returned  to  his  hospital,  to  a  new  title — that 
of  Director.  This  change  in  title  merely  marked  the  radical  and  impor¬ 
tant  extension  in  the  scope  of  his  work.  With  the  outbreak  of  World 
War  I,  however,  he  was  again  drawn  out  of  his  special  hospital  field, 
though  still  retaining  his  post  at  Mount  Sinai,  to  play  his  part  in  the  war 
effort.  Of  his  official  assignments,  the  most  important  was  the  chairman¬ 
ship  of  the  Hospital  Division  of  the  Medical  Board  of  the  Council  of 
National  Defense. 

The  government  policy,  at  the  beginning  of  the  war,  of  drafting  medi¬ 
cal  students  and  interns  into  the  regular  services  as  privates  led  to  a  joint 
campaign  of  protest  by  the  deans  of  medical  colleges,  the  Red  Cross,  and 
the  country’s  hospitals.  In  this  campaign  Dr.  Goldwater  acted  as  co¬ 
ordinator.  Public  opinion  was  successfully  aroused  to  the  obvious  threat 
to  the  civilian  and  military  medical  care  of  the  future,  and  before  the 
summer  was  over  the  War  Department  decided  to  authorize  the  enlist- 
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ment  of  second,  third,  and  fourth  year  medical  students,  and  interns,  in 
a  reserve  medical  corps  where,  subject  to  call,  they  were  permitted  to 
continue  their  preparation  for  medical  work.  When  the  order  came 
through,  the  class  of  1918,  College  of  Physicians  and  Surgeons  of  Colum¬ 
bia  University,  in  a  letter  addressed  to  Dr.  Goldwater,  expressed  its  con¬ 
viction  that  “to  you  more  than  to  any  other  single  person  belongs  the 
credit  for  the  early  successful  issue  of  the  campaign.” 

At  the  same  time  he  was  arguing  against  the  hurried  organization  of 
large  army  hospitals.  He  foresaw  that  their  distance  from  centers  of  popu¬ 
lation  would  isolate  patients  too  much  from  family  and  friends,  and  what 
was  even  more  important,  would  make  it  difficult  to  assemble  competent 
medical  and  surgical  staffs.  It  was  his  conviction  that  a  central  Army 
Medical  Bureau  should  be  set  up,  free  to  work  out  its  own  problems, 
and  that  the  cantonment  hospitals  should  have  a  large  measure  of 
autonomy. 

Nursing  questions,  too,  were  being  hotly  debated.  Where  was  the 
army  to  get  the  20,000  or  30,000  nurses  it  expected  to  need?  There  was 
talk  of  using  second  and  third  year  students,  of  organizing  a  huge  army 
nurses  training  school.  He  saw  danger  in  both  these  proposals,  and  wrote 
and  talked  against  them;  he  advocated  instead  the  extension  and  authori¬ 
zation  of  a  system  of  nurses’  aides,  which,  he  contended,  would  not  only 
give  the  service  needed  but  would  safeguard  the  established  courses 
against  pressure  to  lower  nursing  education  standards.  In  all  three  in¬ 
stances,  the  policies  he  advocated  and  for  which  he  contended  during 
World  War  I  were  accepted  as  obviously  essential  in  World  War  II. 

The  upswing  of  activity  after  the  war  brought  with  it  a  resumption 
of  large-scale  hospital  construction.  Doubling  the  size  of  its  original  site, 
Mount  Sinai  added  three  important  buildings.  These  Dr.  Goldwater 
planned  with  meticulous,  affectionate  devotion.  But  in  addition,  during 
these  and  the  following  years  he  found  time  for  an  astonishing  amount  of 
consultation  service.  It  was  not  unusual  for  him  to  serve  as  consultant, 
at  one  time,  to  as  many  as  twenty  or  twenty-five  hospitals.  The  concentra¬ 
tion  of  planning  projects  in  certain  areas  as  well  as  the  wide  distribution 
is  significant.  In  eastern  Pennsylvania,  for  example,  one  town  after 
another  called  him  in.  Larger  cities,  such  as  St.  Louis,  Cleveland,  Newark, 
Pittsburgh,  or  Rochester,  each  have  five  or  more  hospitals  planned  by 
him.  Philadelphia  kept  him  busy  as  adviser  to  eighteen  hospitals.  Nor  was 
he  without  honor  in  his  native  city,  where  more  than  thirty  hospitals 
called  upon  him  for  advice.  The  challenge  of  distant  correspondence, 
strange  climatic  and  social  conditions,  unfamiliar  traditions,  was  success¬ 
fully  met  in  the  planning  of  the  American  Hospital  in  Paris,  the  Institute 
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of  Experimental  Medicine  in  Leningrad,  St.  Paul’s  Hospital  in  Manila, 
St.  Luke’s  in  Tokyo. 

The  health  commissionership  and  World  War  I  had  deflected  his 
line  of  interest  for  a  few  years,  and  had  interrupted  the  flow  of  papers 
on  construction  and  planning,  and  on  a  wide  range  of  community  and 
administrative  policies,  which  had  begun  with  the  long  and  laborious 
analysis  of  the  “Cost  of  Modem  Hospitals,”  read  at  the  American  Hos¬ 
pital  Association  meeting  in  1905.  Now  he  once  more  began  to  write 
copiously.  He  discussed  problems  that  grew  out  of  the  day’s  routine,  or 
he  made  a  statement  on  some  general  idea  that  had  long  occupied  his 
mind;  and,  increasingly,  he  devoted  thought  to  the  mutual  relations  of 
doctor,  hospital,  and  community.  There  was  a  steady  output  of  papers 
on  planning;  many  of  them  presented  as  committee  reports  of  the  Ameri¬ 
can  Hospital  Association  were  really  his  personal  production,  and  were 
later  published  under  his  own  name.  Replete  with  practical,  detailed 
information  and  helpful  guides  in  the  adaptation  and  modification  of 
general  rules,  they  still  provide  valuable  reference  material. 

In  lighter  vein  is  a  group  of  papers  which  seem  to  have  made  a 
lasting  impression  on  the  audiences  that  heard  them  read.  They  are 
really  discursive  essays,  amusing  in  matter  and  offhand  in  manner.  Into 
these  are  gathered  oddments  of  hospital  history,  anecdotes,  impressions — ■ 
gleanings  left  after  the  substantial  harvest  had  been  gathered  into  more 
serious  articles.  Playfully  but  effectively,  with  a  side  glance  at  a  book  or 
poem,  the  writer  delighted  in  pointing  up  some  favorite  theme.  His  light 
touch,  his  humor  and  sympathy,  illumine  the  abundant,  unpretentious 
content  of  these  articles  on  the  human  aspects  of  hospital  life,  and  the 
reader  is  made  to  realize  how  important  a  part  is  played  by  the  intangibles 
of  this  special  world.  Repeated  again  and  again  is  the  plea  to  put  respect 
for  the  needs  of  the  patient  and  the  community  in  the  forefront  of  the 
picture :  “A  balanced  hospital  budget  may  be  something  to  be  proud  of 
or  it  may  be  a  callous  testimonial  of  unfelt  shame.” 

Many  of  his  vacations  were  spent  in  travel;  by  this  means  he  kept 
abreast  of  hospital  construction  and  opinion  in  other  lands,  and  met  the 
leaders  in  public  health  and  medical  fields  in  many  countries.  In  1920 
he  addressed  the  medical  societies  of  Stockholm  and  of  Oslo.  The  “Search 
for  the  Ideal  in  Hospital  Organization”  was  written  for  the  opening  of 
Union  Medical  College  in  Peiping  in  1921,  which  was  the  high  point  of 
a  tour  through  Japan  and  China.  In  London,  in  1923,  he  spoke  before 
the  British  Hospital  Association,  of  which  he  was  a  corresponding  mem¬ 
ber,  and  with  Edward  F.  Stevens  represented  the  American  Hospital 
Association  at  the  celebration  of  the  800th  Anniversary  of  St.  Bartholo- 
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mew’s  Hospital.  In  1927,  King  Edward’s  Hospital  Fund  for  London 
invited  him  to  give  the  benefit  of  his  American  experience  to  the  Pay 
Beds  Committee,  which  was  considering  the  modification  of  the  London 
hospital  system  to  allow  the  admission  of  private  patients. 

From  these  contacts  and  from  the  authoritative  position  which  he 
had  come  to  occupy,  his  correspondence,  even  apart  from  official  com¬ 
munications,  came  to  be  a  function  in  itself.  He  made  it  a  lifelong  habit 
to  answer  every  letter  on  the  day  it  was  received.  Indeed,  accumulation 
would  have  spelled  catastrophe.  To  some  extent  he  had  brought  this 
load  on  himself;  he  was  “always  starting  something,”  by  a  suggestion  to 
an  editor,  by  a  leading  question  sent  to  a  group  of  hospital  executives  or 
to  a  government  office.  In  his  replies  to  the  inquiries  and  appeals  for 
advice  that  came  to  him  through  four  decades  he  placed  at  the  disposal 
of  correspondents  his  store  of  detailed  information  and  gave  to  the  prob¬ 
lems  they  posed  the  cautious  consideration  of  individual  situations  which 
he  so  often  enjoined  upon  others.  A  letter  describing  “interesting  and 
characteristic  features  of  nine  hospitals  recently  completed  or  now  in 
course  of  construction”  runs  to  4,000  words.  A  correspondent  expresses 
surprise  that  a  letter  of  several  pages  which  “completely  covered  every 
point  which  interested  me  should  be  referred  to  by  its  writer  as  a 
‘hurried  reply.’  ”  Many  times  he  was  asked  to  weigh  the  niceties  of  a 
superintendent’s  relation  to  lay  and  medical  boards  or  to  settle  disputed 
department  arrangements  for  the  specialties — otology,  laryngology,  car¬ 
diology,  or  anesthesia.  His  answers  were  careful  documents,  miniature 
essays  on  hospital  planning  or  management.  Even  his  routine  com¬ 
munications  had  dignity  and  form,  and  seldom  lacked  a  touch  of  humor 
or  sarcasm.  Both  at  Mount  Sinai  and  in  the  Hospital  Department  his 
successors  have  had  his  official  correspondence  bound  and  made  available 
for  reference. 

For  his  old  enthusiasm  for  ideas,  for  theories,  was  substituted  an 
enthusiasm  of  practice.  In  carrying  out  his  accepted  purpose  there  was 
in  him  a  compelling  urgency,  an  enormous  appetite  and  capacity  for 
work.  He  mastered  and  ordered  a  vast  amount  of  detail  in  the  writing 
of  his  early  statistical  papers,  in  his  executive  functions,  and  in  his  study 
of  plans,  and  the  many  major  projects  he  carried  simultaneously  were 
clear  and  unconfused  in  his  mind.  The  prospect  of  a  piece  of  work  to  be 
done  exhilarated  him.  As  he  himself  put  it  to  a  friend  in  1914:  “Work 
is  the  temptation  that  comes  oftenest  my  way,  and  overestimating  my 
capacity  or  immunity,  I  yield  too  often.  Responsibilities  are  assumed, 
and  then  I  plunge  into  the  stream  and  try  to  get  across.  I  like  effort  and 
achievement — it’s  all  a  matter  of  gratification.  And,  of  course,  there’s 
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the  luxury  of  contemplating  and  dealing  with  things  that  are  near  and 
clean  (and  yet  human),  and  thus  forgetting  this  grim  and  grimy  world 
— the  great  world  in  its  agony.55  During  World  War  I  he  wrote  to  a 
colleague :  “My  mind  is  working  on  these  and  related  problems  inces¬ 
santly.  My  will  to  act  is,  I  fear,  irrepressible.55 

Love  of  order  and  pattern,  dislike  of  ragged  ends  and  waste  were  at 
the  root  of  his  many  efforts  to  co-ordinate  and  strengthen  existing 
agencies,  to  utilize  unexplored  resources  of  good  will  and  energy.  In  his 
presidential  address  to  the  American  Hospital  Association  in  1908  he 
had  stated  that  in  his  opinion  the  organization  should  logically  include 
department  heads  and  nursing  and  medical  chiefs.  It  was  on  his  recom¬ 
mendation  that  the  rapidly  growing  membership  was  organized  into  a 
series  of  working  sections,  according  to  special  interests,  with  a  central 
council  representing  the  various  sections,  and  that  annual  conventions 
were  planned  thereafter  so  as  to  strike  a  balance  between  sectional  and 
general  interests. 

During  the  next  thirty  years  he  was  closely  identified  with  the 
development  of  the  American  Hospital  Association.  In  1932  his  concepts 
of  hospital  relationships  culminated  in  the  organization,  under  his  chair¬ 
manship,  of  the  Council  on  Community  Relations  and  Administrative 
Practice,  one  of  five  councils  set  up  at  his  suggestion  to  give  breadth  and 
continuity  to  the  Association’s  projects.  To  various  projects,  within  the 
Association  and  outside  it,  might  be  applied  the  remarks  of  Dr.  Michael 
M.  Davis,  who,  as  the  new  chairman  of  this  Council,  in  1934  took 
“occasion  to  say  something  regarding  the  debt  that  we  owe  as  a  Council, 
and  of  course,  as  an  Association,  to  Dr.  Goldwater.  It  was  his  imagination 
that  conceived  the  idea  of  the  Council,  as  we  who  heard  him  speak  before 
the  Council  was  formed,  remember  well.  It  was  his  effort  which  secured 
the  initial  funds  from  an  outside  organization,  and  thus  made  possible 
the  beginning  of  the  Council’s  work ;  it  was  his  vigor  and  guidance  which 
enabled  the  Council  to  get  its  start.  On  that  momentum  we  have  been 
running.”  Branching  out  from  the  American  Hospital  Association,  but 
more  inclusive,  and  therefore  with  wider  ramification,  was  the  American 
Conference  on  Hospital  Service;  in  this,  too,  he  was  a  prime  mover. 
Its  program,  as  he  outlined  it,  covered  co-ordination  of  the  attempts  to 
establish  minimum  standards  of  hospital  care,  formulation  of  a  combined 
hospital  and  public  health  program,  encouragement  of  group  medicine, 
and  examination  of  the  facilities  for  education  of  administrators,  nurses, 
clinical  aids,  interns,  and  postgraduate  students.  Though  the  Conference 
functioned  only  until  1929,  it  sponsored  the  Hospital  Library  and  Service 
Bureau  (later  taken  over  by  the  American  Hospital  Association),  and 
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facilitated  the  co-operation  of  professional  nurses’  and  medical  organiza¬ 
tions,  medical  college  groups,  state  boards,  and  government  bureaus,  thus 
justifying  his  hope  that  “the  whole  movement  would  be  quickened  and 
the  public  would  benefit.” 

In  1929,  Drs.  Goldwater  and  E.  H.  L.  Corwin,  chairman  and  secre¬ 
tary  of  the  Committee  on  International  Relations  of  the  American 
Elospital  Association,  brought  together  in  Atlantic  City,  New  Jersey, 
representatives  from  thirty-seven  countries  for  the  first  International  Hos¬ 
pital  Congress.  Many  of  the  foreign  delegates  were  regarded  as  guests 
of  the  American  Committee,  and  were  offered  the  additional  opportunity 
of  visiting  the  larger  eastern  cities.  Two  years  later  the  International 
Hospital  Association  was  formally  organized  in  Vienna,  and  biennial 
meetings  continued  to  be  held  until  1939.  The  Association  is  now  being 
reorganized  with  headquarters  in  Switzerland,  under  the  name  of  the 
International  Hospital  Federation. 

In  New  York  City  itself,  the  United  Hospital  Fund,  with  which  he 
had  worked  closely,  fulfilled  in  some  measure  the  functions  of  a  com¬ 
munity  hospital  council.  Through  its  system  of  distributing  its  annual 
collection  it  had  exerted  an  influence  on  the  voluntary  hospitals  of  the 
city  since  1879.  The  Associated  Out-Patient  Clinics  of  New  York  City 
had  been  organized  in  1912  to  co-ordinate  and  improve  dispensary  work; 
the  outline  for  the  program  had  been  provided  in  the  address  on  “Dis¬ 
pensary  Ideals.”  Three  years  later,  as  Commissioner  of  Health,  he  sug¬ 
gested  that  the  United  Hospital  Fund  include  the  sponsorship  of  the 
Associated  Clinics  in  an  expanded  program  of  support  and  supervision. 
Thanks  to  its  Information  Bureau,  its  fund  raising,  its  surveys  and  con¬ 
ferences,  and  its  encouragement  of  new  phases  of  hospital  work,  the 
Fund  has  been  an  effective  factor  in  the  progress  of  New  York  City’s 
voluntary  hospitals.  Its  efforts  in  co-ordinating  the  work  of  these  hos¬ 
pitals  with  each  other  and  with  the  municipal  hospitals  have  been 
sustained  since  1938  by  municipal  authority,  when  the  Hospital  Council 
of  Greater  New  York  was  created  by  Mayor  FaGuardia.  The  aim  of  the 
Council  is  to  develop  a  logical  distribution  of  hospital  care,  and  very 
possibly  it  may  represent  a  high  point  in  one  man’s  consistent  endeavors 
to  make  medical  care  adequately  cover  the  needs  of  his  native  city. 

Dr.  Goldwater  resigned  from  the  directorship  of  Mount  Sinai  in  1929. 
It  was  time,  he  felt,  to  free  himself  of  the  continuous  responsibilities  of 
hospital  management.  Furthermore,  it  was  his  conviction  that  younger 
men  “with  fresh  minds  quite  untrammeled  by  outmoded  convictions  or 
commitments,  who  can  think  creatively,  unhampered  by  the  inhibitions 
and  disillusionments  of  unsuccessful  effort”  should  be  given  opportunity. 
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As  Health  Commissioner,  he  had  deplored  the  stultifying  effect  of  the 
bureau  system  on  young  men;  later,  in  one  of  his  first  communications 
to  the  Advisory  Board  of  the  Department  of  Hospitals  he  proposed  that 
in  each  hospital  the  junior  members  of  the  clinical  staff  organize  an 
association.  This  would  provide  the  junior  element  with  authority  to 
present  to  the  medical  boards  of  their  institutions  administrative  recom¬ 
mendations  based  upon  observations  and  experience  for  which  younger 
men  have  special  and  peculiar  opportunities.  It  is  a  theme  he  continued 
to  stress:  “We  hospital  leaders,  to  whom  authority  has  been  entrusted, 
would  do  well  to  recognize  the  tendency  of  men  of  mature  years  to  settle 
into  fixed  ways  of  thinking,  and  we  should  make  an  effort  to  open  the 
way  to  the  younger  element  in  our  institutions  to  propose  modifications 
in  organization,  administrative  practice,  and  even  in  scientific  method.” 

But  his  leisure  was  shortlived.  In  1934  a  reform  administration 
was  again  elected  to  office  in  New  York  City,  and  again  a  mayor  turned 
to  him,  as  Mitchel  had  done  twenty  years  earlier.  Mayor  LaGuardia 
called  on  him  to  serve  as  City  Commissioner  of  Hospitals,  and  for  the  next 
seven  years  his  experience,  his  vision,  his  courage  were  devoted  to  the 
fulfilment  of  this  difficult  task.  In  accepting  the  new  call  to  duty,  he 
undertook  the  most  burdensome  and  exigent  assignment  of  his  career. 
Even  in  the  best  of  circumstances,  the  supervision,  as  he  conceived  it,  of 
26  institutions  with  a  daily  census  of  almost  20,000  patients  would  have 
taxed  to  the  limit  the  resources — physical,  mental,  and  even  emotional — 
of  any  man. 

At  once  he  resolved  to  curtail  sharply  all  his  extraneous  activities. 
He  not  only  gave  up  all  his  committee  and  association  work  not  germane 
to  the  immediate  interests  of  the  Department,  but  on  the  day  he  assumed 
office  he  stopped  his  work  as  hospital  consultant.  Despite  the  many 
requests  that  continued  to  come  to  him,  he  thereafter  consistently  declined 
to  participate  in  hospital  planning  outside  the  Department.  He  felt 
strongly  that  “the  magnitude  and  complexity  of  the  Department  of  Hos¬ 
pitals  of  the  City  of  New  York  demands  the  concentrated  and  exclusive 
service  of  the  Department’s  chief  officer.”  A  conscientious  executive 
might  well  have  been  appalled  by  the  mere  statistics  of  the  Department. 
The  report  for  1936,  for  example,  speaks  of  2,500,000  visits  to  313  out¬ 
patient  clinics,  564  buildings,  a  maintenance  budget  of  $23,000,000. 
It  does  not  fail  to  mention  also  the  4,400  doctors,  not  counting  interns, 
who  gave  their  splendid  help  free  of  charge.  According  to  the  report, 
“In  this  largest  department  of  its  kind  in  the  world,  a  single,  seemingly 
simple  administrative  procedure  immediately  takes  on  mammoth  pro¬ 
portions  in  its  practical  application.”  Only  a  pertinacious  and  courageous 
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idealism  could  hope  to  obtain  “for  each  individual  patient  impartial, 
humane,  and  scientific  consideration.” 

But  the  manifest  difficulties  inherent  in  the  skeleton  scheme  were 
compounded  a  hundredfold  by  special  conditions.  He  was  too  experi¬ 
enced  an  appraiser  of  hospital  conditions  and  too  well  acquainted  with 
the  influences  that  play  upon  public  services  in  large  cities  not  to  realize 
that  the  difficulties  confronting  him  were  not  those  of  dimension  alone. 
A  financial  depression  had  reduced  appropriations  for  repairs,  construc¬ 
tion,  supplies,  wages,  salaries,  while  the  patient  load  had  increased  the 
pressure  on  the  service  to  the  point  of  breakdown.  The  new  administrator 
found  a  heritage  of  inadequate,  neglected,  dangerous  buildings,  “obso¬ 
lescent  to  the  point  of  dilapidation”;  a  confused,  loose  organization  and 
lack  of  direction;  personnel  and  administrative  practices  corrupted  and 
vitiated  by  broad  and  petty  favoritism  and  political  domination;  incom¬ 
petence;  and  an  atmosphere  of  indifference  and  listlessness  pervading  the 
Department. 

A  private  diary  dictated  day  by  day  to  ins  confidential  secretary 
records  the  kaleidoscopic  succession  of  matters  that  claimed  his  attention 
during  the  period  of  reconstruction.  It  bears  witness  also  to  his  concern 
for  the  individual  patient:  he  is  disturbed  by  the  ever-recurring  misuse 
of  quiet  rooms,  and  the  absence  of  receiving  wards  in  a  number  of  the 
hospitals;  he  notes  that  many  of  the  patients’  beds  are  too  narrow  for 
comfort,  and  dwells  on  “the  natural  tendency  to  underestimate  a  com¬ 
plaint  which  is  written  in  pencil  by  an  illiterate  person  on  a  scrap  of 
paper.”  Problems  of  organization  and  personnel  are  constantly  in  his 
mind.  There  are  entries  regarding  the  need  for  opening  more  widely  the 
way  to  staff  appointments — “open  appointments  openly  arrived  at”; 
entries  on  methods  of  setting  up  the  medical  staff  of  a  large  new  hospital; 
notes  on  the  promotion  of  a  hospital  survey  to  be  made  by  the  United 
Hospital  F und ;  entries  on  the  minutiae  of  budget  making,  and  a  hundred 
other  matters  demanding  deliberation  and  action.  Interspersed  are  long 
paragraphs  discussing  the  relative  merits  of  a  centralized  or  decentralized 
hospital  system  for  New  York  City,  or  the  possibility  of  improving  the 
administrative  structure  of  the  Department  in  order  to  bring  about  more 
intimate  contact  between  each  hospital  and  the  central  office. 

The  diary  also  reveals  the  background  of  dishonesty  and  illicit  influ¬ 
ence  which  explains  the  dismissals  and  resignations  of  over  three  hundred 
individuals  in  the  first  few  weeks  of  the  new  regime.  It  was  not  easy  to 
differ  with  professional  friends  or  come  to  grips  with  outspoken  political 
antagonists.  Ill-advised  building  plans  had  to  be  curbed,  long-standing 
prerogatives  abrogated,  medical  appointments  questioned,  special  privi- 


XXXIV 


A  BIOGRAPHICAL  NOTE 


leges  withdrawn,  old  policies  based  on  partisanship  and  prejudice  dis¬ 
carded.  Naturally,  all  this  was  resented  by  those  who  were  forced  to 
relinquish  “rich  pickings,”  and  the  new  Commissioner  was  not  spared 
malicious  attack  and  calumny. 

But  from  the  sordid  and  heartbreaking  tale  of  this  housecleaning 
one  fact  stood  out  clearly :  a  new  dispensation  was  on  the  way.  The 
Department  of  Hospitals  would  hereafter  be  run  on  a  nonpolitical,  non¬ 
partisan,  nonprofit,  nonpersonal  basis.  Incredulous  at  first,  most  of  the 
officials  “received  as  glad  tidings  the  news  that  they  would  be  free  here¬ 
after  to  administer  their  respective  institutions  in  the  sole  interest  of  their 
patients.”  There  was  “a  happy  release  of  good  will  and  professional 
talent.”  Gradually,  a  new  spirit  was  injected  into  the  Department,  trans¬ 
mitted  alike  to  medical  and  nursing  staffs,  executives,  and  minor  em¬ 
ployees;  it  showed  in  the  actualities  of  patient  care.  A  profound  change 
for  the  better  in  the  tone  of  the  Department  was  noted,  not  only  by  com¬ 
petent  observers  in  touch  with  the  Department  (medical  boards,  volun¬ 
teer  auxiliaries,  and  hospital,  medical,  and  welfare  organizations)  but 
by  the  public  at  large.  Since  “the  reputation  of  a  hospital  rests  on  work 
actually  done  and  the  spread  from  mouth  to  mouth  of  veracious  reports 
of  the  actual  experiences  of  patients  and  the  service  performed  by  the 
hospital,”  New  York  began  to  look  upon  its  municipal  hospitals  with 
confidence  and  pride. 

In  accordance  with  the  pattern  set  up  by  the  New  York  City  Charter, 
the  Commissioner  held  himself  responsible  for  any  action  taken  in  con¬ 
nection  with  the  one  hundred  or  more  major  functions  of  the  Depart¬ 
ment.  Nevertheless,  beyond  the  necessary  co-ordination  and  strictly  lim¬ 
ited  standardization,  the  efficient  administration  of  the  Department,  as  he 
saw  it,  involved  the  delegation  of  authority  to  each  institutional  and 
divisional  head.  In  his  letters  of  that  period  one  finds  such  statements  as 
“actual  personal  performance  in  the  care  of  patients  can  only  be  judged 
by  close  observation.  .  .  .  The  morale  of  the  hospital  depends  in  the 
long  run  upon  the  ideals  and  spirit  of  those  immediately  in  charge.”  Or 
again,  “The  Medical  Boards  and  visiting  staffs  are  legally  responsible  for 
the  care  of  the  patients  in  their  wards.  Equity  demands  that  the  Attend- 
ings  nominate  their  own  assistants.”  This  principle  of  autonomy  of  indi¬ 
vidual  units  was  pivotal  in  his  administrative  theory  and  practice. 

He  had  also  to  uphold  the  principles  of  evenhanded  justice  in  admis¬ 
sion,  treatment,  and  appointment :  “The  doctrine  of  the  right  of  favored 
cases  is  one  that  always  leads  into  the  mire  of  unethical  conduct,  and  I 
am  striving  to  supplant  this  doctrine  by  the  more  democratic  doctrine  of 
equal  treatment  for  all,  with  the  possible  qualification  that,  other  things 
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being  equal,  the  unbefriended  patient  rather  than  the  patient  who  has 
resources  in  friendship  and  outside  support,  is  the  patient  toward  whom 
the  Department  of  Hospitals,  primarily  committed  to  the  care  of  the  sick 
poor,  should  lean.”  In  another  letter  he  writes,  “I  am  sure  that  you  do 
not  wish  me  to  take  the  place  of  the  politicans  who  in  former  days  dic¬ 
tated  appointments,  and  in  other  ways,  to  the  prejudice  of  the  interest  of 
the  sick,  influenced  the  official  acts  of  this  Department.”  Sometimes  he 
found  relief  in  humor :  “The  cockroach  that  crawled  over  the  instrument 
tray  in  the  operating  room  is  an  old  Department  retainer.  He  has  been 
doing  business  at  the  old  stand,  according  to  my  informant  in  the  Depart¬ 
ment,  for  twenty  years.”  He  sought  to  win  public  co-operation,  and  his 
response  to  complaints,  which  were  often  well  founded,  was  tactful  and 
disarming. 

To  carry  out  his  policies  in  a  system  inextricably  bound  up  with  city 
government  entailed  a  constant  struggle  not  merely  against  the  cruder 
forms  of  favoritism,  interference,  and  partisanship,  but  against  hampering 
legal  restrictions  on  the  prompt  action,  delicate  decisions,  and  flexible 
judgments  which,  to  his  mind,  were  essential  in  hospital  work.  A  central 
purchasing  bureau  should  not,  he  protested,  have  the  power  to  substitute 
another  brand  of  sutures  for  the  one  asked  for  by  the  surgeon :  “The 
surgeon  carries  both  a  legal  and  moral  responsibility  and  I  think  the  City 
is  bound  to  support  him  in  the  exercise  of  his  judgment.”  He  strongly 
favored  the  merit  system,  and  the  Department  made  very  substantial 
advances  in  the  civil  service  classification  of  its  employees,  but  he  main¬ 
tained  that  interns  should  not  be  selected  by  civil  service;  the  medical 
staff  observes  the  interns  at  work  and  “for  the  judgment  that  is  born  of 
this  experience  there  is  no  substitute.”  He  contended  that  hospital  plan¬ 
ning  should  not  be  assigned  to  a  general  Department  of  Construction,  for 
it  was  a  logical  function  of  the  Hospital  Department,  which  had  a  cen¬ 
tral  and  immediate  interest  in  the  construction  of  hospitals  and  had  access 
to  the  advice  of  qualified  specialists  in  every  medical  field.  He  argued 
that  dispensary  physicians  should  be  paid,  but  he  had  to  combat  irre¬ 
sponsible  proposals  by  city  legislators  for  salaries  that  would  never  have 
been  met  by  adequate  appropriations.  He  managed  to  carry  on  these 
discussions  without  forfeiting  the  friendliness  of  professional  colleagues 
and  associates  in  the  administration.  In  many  instances  members  of  the 
political  opposition  supported  his  budget  requests. 

If,  as  he  said  in  one  of  his  letters,  it  was  part  of  his  plan  that  the  mem¬ 
bers  of  the  Department  should  “be  open  and  frank  with  each  other  and 
the  public,”  the  same  sense  of  democratic  values  led  him  to  seek  compe¬ 
tent  impartial  advice  before  taking  any  action  which  involved  funda- 
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mental  principles  or  affected  the  rights  of  medical  staffs.  In  creating  a 
Board  of  Administrative  Consultants  he  made  available  to  the  Depart¬ 
ment  the  counsel  of  distinguished  experts  in  clinical  organization,  medi¬ 
cal  education,  and  the  clinical  specialties.  Within  the  Department,  the 
Advisory  Council,  made  up  of  delegates  from  the  medical  boards  of 
Department  hospitals,  was  revived  and  called  upon  to  originate  and  con¬ 
sider  suggestions  of  policy  and  practice.  Similar  service  was  rendered  by 
the  Council  on  Nursing,  the  Dental  Council,  and  the  important  Planning 
Board.  Monthly  conferences  of  the  superintendents  were  instrumental  in 
raising  standards,  enhancing  efficiency,  and  developing  department  spirit. 

Conscious  always  of  the  tendency  toward  isolation  and  institution¬ 
alism,  he  welcomed  the  numerous  public-spirited  groups  of  citizens 
organized  as  volunteer  auxiliaries  whose  “close  observation  and  personal 
contact  have  prevented  the  hospitals  from  falling  into  the  distressing 
monotony  of  bureaucratic  routine.”  Even  more  potent  in  overcoming 
the  inertia  of  municipal  service  was  the  influence  of  medical  teaching.  In 
the  interest  of  both  doctor  and  patient  he  had  long  been  concerned  with 
the  extension  of  undergraduate  and  postgraduate  education  in  hospitals 
generally.  He  felt  that  especially  in  a  public  hospital  “the  only  way  to 
insure  the  permanent  raising  of  standards  is  to  bring  into  the  picture 
some  stimulating  and  stabilizing  influence  such  as  is  furnished  by  organ¬ 
ized  medical  teaching,  whether  for  undergraduates  or  postgraduates.” 
The  activities  of  the  medical  schools  already  connected  with  Department 
hospitals  were  expanded  and  strengthened,  and  the  two  colleges  of  the 
city  which  had  not  before  been  affiliated  were  drawn  into  formal  rela¬ 
tions  with  Department  hospitals. 

A  unique  development  in  the  medical  and  educational  work  of  the 
Department  and  in  the  history  of  municipal  hospital  systems  is  recorded 
in  a  brief  paragraph  in  the  annual  report  of  1935.  “In  its  budget  for 
1936  the  Department  has  been  permitted  to  earmark  a  small  sum  for 
scientific  investigation.”  Thus  was  initiated  a  research  program  greater 
in  scope  than  any  yet  undertaken  by  the  Department.  Because  of  increased 
longevity  and  the  disappearance  or  brief  duration  of  acute  diseases, 
medical  interest  was  concentrating  on  long-term  illness.  Arthritis, 
nephritis,  arteriosclerosis,  and  many  other  ailments  had  so  far  defied 
medical  skill.  In  the  wards  of  the  Department  hospitals,  hundreds  of 
patients,  often  neglected  as  hopeless  “chronic  cases,”  made  an  appeal  for 
relief,  and  constituted  a  body  of  clinical  material  which  furnished  un¬ 
paralleled  opportunities  for  study.  To  awaken  public  and  professional 
interest  in  these  baffling  and  costly  chronic  diseases  and  to  win  the  finan¬ 
cial  support  of  individuals,  foundations,  and  of  the  City  itself  for  the 
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sustained  effort  necessary  to  conquer  them,  the  Department  in  1935 
sponsored  a  new  auxiliary — the  Research  Council  of  the  Department  of 
Hospitals.  The  members  of  the  Council,  fifty  strong,  included  well-known 
publicists  and  philanthropists,  with  Marshall  Field  as  chairman.  Its 
Scientific  Committee  was  made  up  of  medical  scientists  of  unusual  dis¬ 
tinction — Drs.  Alfred  E.  Cohn,  Ernst  Boas,  and  Walter  W.  Palmer,  among 
others.  The  intensified  study  of  chronic  diseases  not  only  promised  a  new 
quality  of  care  for  the  patients  themselves  and  increased  understanding 
of  the  cause  and  cure  of  chronic  diseases,  but  could  be  expected  eventually 
to  result  in  large  material  saving.  The  project  had  a  strong  appeal;  appro¬ 
priations  were  obtained  for  a  new  unit  to  be  added  to  the  municipal 
system,  which  was  to  be  devoted  to  the  study  and  cure  of  long-term  illness. 
Welfare  Hospital,  with  a  capacity  of  1,600  beds,  admitting  sunshine  into 
every  ward,  its  balconies  and  grounds  easily  accessible  to  beds  and  wheel 
chairs,  received  its  first  patient  on  July  6,  1938. 

This  hospital,  and  other  attractive,  generously  planned  structures, 
were  symbols  of  a  new  era,  but  the  change  was  felt  in  humbler,  older, 
outlying  units  as  well.  Thus,  the  City  Home  for  Dependents  is  still  housed 
in  antiquated,  outworn  buildings,  but  “chaos,  corruption,  and  callous¬ 
ness”  have  been  replaced  by  the  humane  social  outlook  of  a  capable, 
devoted  superintendent.  Here  was  proof  that  the  accepted  principles  of 
hospital  administration  could  be  put  into  practice  even  under  the  most 
adverse  circumstances.  However,  it  was  not  the  administrative  forms 
which  were  considered  important  so  much  as  their  interpretation :  “The 
real  need  is  to  inspire  every  responsible  official  with  a  desire  to  know  his 
job  and  everything  related  to  it,  as  an  indispensable  means  to  intelligent 
and  efficient  action.” 

Dr.  Goldwater  withdrew  from  the  service  of  the  City  in  1 940  to  take 
up  at  once  a  timely  task  which  he  considered  to  be  closely  related  to  the 
Department  of  Hospitals.  Becoming  president  of  the  Associated  Hospital 
Service  of  New  York  City  in  October,  1940,  and  identifying  himself  with 
the  Blue  Cross  movement  throughout  the  country,  he  assumed  the  task 
of  strengthening  the  voluntary  hospitals  of  the  community  and  of  devel¬ 
oping  programs  for  the  hospital  care  of  middle  and  low  income  groups. 

He  had  always  been  acutely  aware  of  the  prevailing  deficiencies  in 
hospital  care,  and  at  one  time  had  advocated  state  health  insurance.  The 
recommendations  of  the  Committee  on  the  Costs  of  Medical  Care  in  1932 
had  been  hotly  debated,  and  the  problem  had  been  only  partially  solved 
by  semiprivate  accommodations,  pay  clinics,  and  group  medicine.  Now, 
however,  certain  proposals  made  by  the  Federal  Social  Security  Board 
called  forth  his  strong  opposition.  He  believed  that  though  public  institu- 
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tions  must  continue  to  care  for  the  chronic  sick,  the  insane,  and  large 
groups  of  indigents,  the  voluntary  hospitals  must  be  preserved  and  assisted 
in  every  way  to  carry  the  burden  of  general  care.  For  this  purpose  he 
favored  regulated  per  capita  subsidies  from  public  funds  to  general  hos¬ 
pitals.  Prepayment  nonprofit  plans  which  applied  actuarial  methods  to  the 
cost  of  hospital  care  of  the  individual  had  been  fostered  by  the  American 
Hospital  Association.  In  the  decade  just  ending,  these  plans  had  increased 
rapidly.  Further  development  of  Blue  Cross  plans,  embodying  the  prin¬ 
ciples  of  group  insurance,  could  provide  a  broader  financial  base  for 
voluntary  hospitals  and  extend  high-standard  care  to  groups  heretofore 
denied  it. 

Thus,  once  again  he  became  the  critic  and  mediator,  offering  a  con¬ 
structive  program.  The  task  he  set  for  the  hospitals  of  the  country  was 
“the  redintegration  of  individual  service,  the  achievement  of  the  ends  of 
private  medical  practice  within  the  framework  of  the  complete  hospital 
organization,  the  reconciliation  of  individualism  and  collectivism.5"  All 
this  called  for  modifications  in  the  traditional  relations  between  hospital 
and  medical  profession,  with  corresponding  changes  in  administration. 
He  had  long  held  that  one  of  the  primary  functions  of  hospital  admin¬ 
istration  is  faithful  service  to  the  medical  profession.  In  his  work  of 
administrative  organization  he  had  created,  as  Dr.  George  Baehr  has  said, 
“invaluable  tools  for  the  use  of  the  profession.55  But  he  had  also  openly 
criticized  it  for  its  unwillingness  to  accept  innovations  in  practice  which 
were  the  logical  outgrowth  of  modern  economy  and  modem  medicine,  and 
he  was  convinced  that  only  by  united  action  in  a  common  program  could 
both  groups — hospital  and  medical  profession — accomplish  their  avowed 
ends.  He  carried  on  a  strenuous  campaign  with  hospital  boards,  medical 
societies,  and  government  agencies,  the  immediate  objective  of  which  was 
the  development  of  group  insurance;  his  real  goal,  however,  was  to  bring 
about  co-ordination  among  these  elements,  so  that  progressively  increasing 
numbers  might  receive  adequate  medical  and  hospital  care  without  any 
sacrifice  of  essential  values. 

The  present  program  for  complete  health  insurance  on  a  co-operative 
basis  for  the  employees  of  the  City  of  New  York  and  its  private  corpora¬ 
tions  would  have  delighted  him.  He  would  have  welcomed  the  recogni¬ 
tion  given  to  regional  diversity  and  state  and  local  authority,  and  the 
consideration  which  voluntary  insurance  plans  have  received,  in  the  more 
recent  legislation  drafted  to  meet  the  health  needs  of  the  nation. 

His  energy  in  prosecuting  his  plans  during  the  years  1940  to  1942 
seemed  unlimited.  But  when  he  contemplated  a  world  at  war  for  the 
second  time,  the  sense  of  disaster  transcended  his  preoccupations.  “No 
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sane  man  can  undertake  to  make  assured  prophecy  in  this  rapidly 
changing  world, 55  was  his  reply  to  a  request  for  an  article  on  the  future 
of  hospitals.  Alden  B.  Mills  and  Dr.  Bert  W.  Caldwell  were  planning  to 
dedicate  the  February,  1942,  issues  of  The  Modern  Hospital  and  Hospitals 
to  him  and  his  work,  in  honor  of  his  seventieth  birthday.  He  “crossed 
off”  a  birthday  dinner  and  begged  that  the  idea  of  the  dedicatory  num¬ 
bers  be  dropped.  “Any  personal  achievement  under  normal  conditions 
sinks  into  insignificance  in  the  face  of  the  titanic  struggle  in  which  the 
nation  is  now  engaged,”  he  wrote.  And  in  other  letters:  “I  feel  deeply 
indebted  to  my  hospital  friends  for  help  and  consideration  of  many  kinds, 
despite  my  failings,  limitations,  and  differences  of  opinion  with  some.  My 
honest  feeling  is  that  all  my  hospital  friends  have  rewarded  me  far  beyond 
my  deserts  and  from  now  on  the  less  said  about  my  personal  history  or 
achievement  the  better.” 

The  question  was  not  further  debated.  He  died  on  October  22,  1942, 
while  still  fully  active,  and  without  the  tragedy  of  diminished  power. 
Once  more  time  and  the  hour  had  served  him  well. 

Honors  and  recognition  had  come  to  him  in  abundant  measure  dur¬ 
ing  his  lifetime.  After  his  death,  the  hospital  he  had  made  peculiarly  his 
own  established  the  Goldwater  Fellowship  in  Hospital  Administration; 
the  American  Hospital  Association  designated  its  exhibit  at  the  Smith¬ 
sonian  Institute  The  Goldwater  Memorial;  and  the  City  of  New  York 
changed  the  name  of  Welfare  Hospital  to  Goldwater  Memorial  Hospital. 

Buildings  crumble  into  dust;  institutions  change  and  decay;  but  the 
written  word  lives  on.  Perhaps  in  the  pages  of  this  volume  will  be 
found  a  more  lasting  monument  to  a  great  man  than  all  the  hospitals 
which  he  built  and  organized  in  all  the  corners  of  the  globe. 

We  have  attempted  only  to  outline  Dr.  Goldwater’s  professional 
career,  and  to  bring  out  some  of  the  qualities  of  mind  and  character 
which  were  the  mainsprings  of  his  professional  life.  Yet  his  personality 
was  something  more  than  the  sum  of  his  excellencies  and  abilities. 

He  was  well-built  and  agile,  with  fine-cut  features,  sensitive  mouth, 
and  expressive  eyes ;  austere  in  manner  yet  gentle.  Except  when  under  the 
excitement  of  his  purposes,  he  used  words  sparingly  and  spoke  quietly, 
but  with  grace,  fluency,  and  a  delicate,  glancing  humor.  He  was  deeply 
reserved;  his  social  and  ethical  ideals  found  only  reluctant  expression. 
Despite  his  marked  executive  talents,  he  was  by  nature  a  thinker  and 
cogitator.  But  he  hid  from  casual  view  the  searching  contemplation  of 
the  problems  of  existence  to  which  his  mind  reverted  whenever  it  was 
released  from  pressure. 

He  had  a  full  personal  life;  he  married,  had  children  and  grand- 
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children.  Simple  things  were  a  source  of  pleasure — a  walk  on  the  busiest 
of  days,  a  few  lines  of  inconsequential  verse  jotted  down,  a  poem  read 
on  the  train  and  interpreted  in  a  letter  home,  a  picture  or  bit  of  sculpture 
picked  up  for  a  friend,  a  rosebush  glimpsed  in  passing.  Books  and  the 
wide  horizons  of  thought  and  imagination  filled  the  quiet  hours;  trees, 
grass,  work  out  of  doors,  renewed  his  spirit,  and  to  look  upon  earth,  sea, 
and  sky,  brought  him  serenity. 

Clara  A.  Goldwater 

C.-E.  A.  Winslow,  Dr.  P.H. 
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The  essays,  papers,  and  reports  gathered  in  this  volume  are  presented 
in  the  belief  that  they  will  prove  a  useful  tool  for  the  hospital  administrator 
and  planner,  and  a  guidebook  for  the  student  of  hospital  administration. 
The  modern  concept  of  the  hospital  as  an  institution  for  the  service  of 
mankind  has  evolved  only  slowly,  but  the  idea  of  medical  care  for  all  the 
ill,  and  of  hospitalization  for  all  who  need  it,  has  now  become  part  of  our 
social  creed.  The  rapid  rate  of  hospital  building  in  the  past  forty  years 
has  not  kept  pace  with  our  increasing  hospital  needs.  Nor  has  the  increase 
in  opportunities  for  training  administrators  been  adequate  to  fill  the 
demand  for  the  trained,  skilled  leadership  and  personnel  which  the  plan¬ 
ning,  building,  and  running  of  the  modem  hospital  require. 

The  whole  of  the  late  Dr.  Sigismund  S.  Goldwater’s  adult  life  was 
devoted  to  public  health,  hospital  administration,  and  hospital  planning. 
Although  numerous  phases  of  hospital  science  were  amply  covered,  the 
material  in  this  volume,  culled  from  the  writings  of  forty  years,  was  not 
conceived  by  its  author  in  the  coherent,  orderly  sequence  of  a  book.  How¬ 
ever,  the  author’s  attitudes  and  aims  were  so  consistent  that  the  volume, 
as  edited  and  compiled  by  Mrs.  S.  S.  Goldwater,  has  attained  the  unified 
character  of  a  book. 

In  the  selection  and  organization  of  the  material  for  this  book,  Mrs. 
Goldwater  was  guided  by  an  intimate  knowledge  of  the  author’s  intentions 
and  the  background  of  the  articles,  as  well  as  by  a  clear  understanding 
of  the  purposes  to  be  served  by  this  collection — a  guidebook  of  the 
hospital,  its  philosophy  and  methodology.  Her  work  was  aided  by  the 
large  amount  of  unpublished  material  at  her  disposal,  which  in  many 
instances  amplified  or  clarified  the  published  article. 

Some  of  the  papers  and  addresses  deal  with  specific  aspects  of  hospital 
administration  or  planning;  all  of  them  are  concerned  with  the  funda¬ 
mental  objectives  and  ideals  of  the  hospital,  its  history  and  philosophy. 
And  all  bear  witness  to  the  author’s  belief  that  “the  hospital  stands  for 
collective  thinking  and  acting,  for  the  beginning,  at  least,  of  a  planned 
community  system  of  medical  care.”  Yet  the  author’s  sense  of  vital  human 
responsibility  to  each  individual  patient  is  clearly  apparent. 

Throughout  Dr.  Goldwater’s  writing  there  is  an  emphasis  on  research 
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and  planning,  and  his  arguments  are  reinforced  by  vivid,  concrete 
illustrations  from  his  wide  practical  experience.  There  is,  too,  apparent  at 
all  times  a  balance  between  the  need  for  order  and  the  fact  that  we  live 
in  a  disorderly  universe,  a  comprehension  that  we  must  not,  on  the  one 
hand,  be  “sentimental”  nor,  on  the  other  hand,  “hard-boiled,”  a 
recognition  that  hospital  rules  are  essential,  but  that  we  must  also  know 
when  to  “trample”  on  them. 

Here,  indeed,  is  the  vade  mecum  for  the  training  of  the  hospital 
administrator. 

The  book  is  composed  of  five  main  sections,  each  including  within 
broad  limits  papers  on  closely  related  subjects.  But  many  of  the  papers  are 
of  wider  interest  and  application  than  the  individual  section  headings 
might  imply. 

The  first  section,  “On  Administration  and  Organization,”  comprises 
a  group  of  papers  dealing  directly  with  the  task  of  hospital  administration, 
the  ideals  to  be  striven  for,  and  the  aims  to  be  attained.  The  functions  of 
the  hospital  administrator  are  analyzed;  a  course  of  self-education  for 
the  administrator  is  outlined ;  a  vigorous  plea  is  made  for  the  development 
of  educational  facilities  for  hospital  administrators.  Nor  is  there  any 
neglect  of  the  human  problems  involved.  Such  papers  as  “Humanizing 
the  Hospital”  or  “Prevention  of  Undesirable  Patient  Reactions”  should 
serve  as  reminders  to  administrators  that  patients  are  first  and  foremost 
human  beings.  Other  papers  in  this  section,  such  as  “Criteria  of  Hospital 
Efficiency”  and  “The  Hospital  Dollar”  should  be  of  particular  in¬ 
terest  to  members  of  hospital  boards.  The  last-mentioned  clarifies  and 
emphasizes  the  responsibility  of  trustees  and  administrators  for  the  most 
effective  use  of  hospital  funds. 

In  the  section  “Hospital  and  Doctor”  the  relationships  and  respon¬ 
sibilities  of  the  two  to  each  other  are  analyzed  in  such  detail  as  to  furnish 
an  almost  complete  manual  for  the  functioning  of  a  hospital  medical  staff. 
Here  the  administrator  and  the  board  member  will  find  answers  to  such 
questions  as:  How  should  the  surgical  staff  be  trained,  selected,  paid, 
and  regulated?  What  responsibility  has  the  hospital  for  the  incompetent  or 
careless  member — and  how  should  the  responsibility  be  exercised?  What 
is  the  role  of  the  specialist — “the  hope  and  despair  of  modern  medicine”? 
What  are  the  advantages  and  disadvantages  of  a  closed  staff?  What  is 
the  relation  of  the  hospital  to  the  private  practitioner? 

The  broader  question  of  the  hospital’s  relation  to  the  community  as 
a  whole  is  treated  in  the  section  “Hospital,  Patient,  and  Community.” 
With  clear  vision  the  author  has  set  forth  in  this  group  of  papers  the 
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sound  principles  on  which  charges  should  be  based,  and  the  hospital’s 
responsibility  to  the  rejected  and  discharged  patients.  The  author’s 
definite  ideas  on  the  functioning  of  the  outpatient  department,  the  value 
of  hospital  social  service,  the  possibilities  of  co-operation  between  large 
and  small  hospitals,  hospital  prepayment  plans,  the  unique  opportunities 
for  social  experimentation  which  lie  before  the  free  voluntary  hospital, 
are  all  cogently  presented. 

The  physical  structure  of  the  hospital  in  all  of  its  aspects  is  treated  in 
the  section  on  “Planning.”  Here  will  be  found  a  discussion  of  the  important 
question  of  how  big  a  hospital  should  be.  Good  counsel  is  also  offered  on 
site  selection  and  the  importance  of  preliminary  topographic  and  social 
surveys;  on  the  ways  in  which  hospital  planning  influences  administrative 
efficiency  and  economy;  and  on  the  conditions  which  govern  the  decision 
as  to  number  and  size  of  rooms  of  each  of  the  varied  types  of  service 
represented  in  a  modern  hospital.  In  these  papers  the  chairman  of  the 
building  committee  will  find  an  excellent  manual. 

The  last  section  of  the  book  consists  of  a  number  of  representative 
hospital  plans,  with  descriptions  of  the  buildings. 

Each  article  selected  for  inclusion  was  read  and  approved  as  valuable 
and  valid  today  by  at  least  two  experts  in  the  field  covered  by  the  article. 
Statements  or  data  that  were  obviously  outdated  have  been  eliminated, 
figures  brought  up  to  date  wherever  it  seemed  advisable,  very  short 
articles  in  a  few  instances  combined,  and  pertinent  passages  from  letters 
interpolated  in  some  of  the  papers.  While  the  attempt  has  been  made  to 
create  a  unified  whole,  there  has  been  scrupulous  adherence  to  the 
author’s  style  and  intentions. 


Joseph  Turner,  m.d. 
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Ideal  Aims  in  Hospital  Organization 


Sir  Thomas  More,  the  celebrated  statesman  and  author,  who  added  so 
much  luster  to  the  reign  of  Henry  VIII,  was  struck  by  the  fact  that  there 
was  something  about  the  hospitals  of  England  that  made  men  shun  them, 
and  in  his  famous  Utopia  he  set  forth  the  characteristics  of  an  ideal 
hospital  in  a  manner  which  has  not  been  surpassed  by  any  writer  on 
hospitals,  lay  or  professional,  in  the  four  hundred  years  that  have  since 
elapsed.  In  the  perfect  state  which  More’s  fertile  imagination  evoked, 
the  people  had  a  tender  regard  for  their  sick. 

They  take  more  care  of  their  sick  than  of  any  others;  these  are  lodged 
and  provided  for  in  public  hospitals.  They  have  belonging  to  every  town  four 
hospitals  that  are  built  without  their  walls  and  are  so  large  that  they  may 
pass  for  little  towns;  by  this  means,  if  they  had  ever  such  a  number  of  sick 
persons,  they  could  lodge  them  conveniently  and  at  such  a  distance  that  such 
of  them  as  are  sick  of  infectious  diseases  may  be  kept  so  far  from  the  rest 
that  there  can  be  no  danger  of  contagion.  The  hospitals  are  furnished  and 
stored  with  all  things  that  are  convenient  for  the  ease  and  recovery  of  the 
sick;  and  those  that  are  put  in  them  are  looked  after  with  such  tender  and 
watchful  care  and  are  so  constantly  attended  by  their  skillful  physicians  that, 
as  none  of  them  is  sent  to  them  against  their  will,  so  there  is  scarce  one  in  a 
whole  town  that,  if  he  should  fall  ill,  would  not  choose  rather  to  go  thither 
than  lie  sick  at  home. 

With  the  best  of  good  will  concentrated  on  hospitals  in  the  countries 
most  advanced  in  the  arts  of  civilization,  it  has  taken  centuries  of  unflag¬ 
ging  effort  to  lift  hospitals  to  a  position  of  safety  and  desirability.  In 
1863,  it  was  still  a  question  whether  the  establishment  of  a  hospital  in 
such  countries  as  England  and  France  was  an  event  fraught  with  good 
or  evil;  and  hence  we  find  Florence  Nightingale  beginning  the  preface 
of  the  third  edition  of  her  Notes  on  Hospitals  in  these  words:  “It  may 
seem  a  strange  principle  to  enumerate  as  the  very  first  requirement  in  a 
hospital  that  it  should  do  the  sick  no  harm.  It  is  quite  necessary,  never¬ 
theless,  to  lay  down  such  a  principle  because  the  actual  mortality  in 
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hospitals,  especially  in  those  of  large  crowded  cities,  is  very  much  higher 
than  any  calculation  founded  on  the  mortality  of  the  same  class  of 
diseases  among  patients  treated  out  of  hospitals  would  lead  us  to  expect.” 

If  we  may  assume  that  hospital  conditions  in  the  United  States  during 
this  period  were  not  materially  different  from  those  prevailing  in  Eng¬ 
land,  evidence  of  progress  during  the  years  following  the  publication  of 
Florence  Nightingale’s  book  may  be  found  in  the  transactions  of  the 
National  Congress  of  Charities  held  at  Chicago  in  1895;  for  it  was  upon 
that  occasion  that  Richard  Wood,  a  trustee  of  the  Hospital  of  the 
University  of  Pennsylvania,  remarked  that  there  was  still  “among  the 
uninstructed,  a  horror  of  the  hospital,”  which  Mr.  Wood  attributed  to 
the  fact  that  “the  ignorant  imagine  the  sick  to  be  at  the  risk  of  untried 
remedies,  and  to  be  the  subject  of  experiment,  because  poor  and  treated 
freely.”  But  to  Mr.  Wood  himself,  and  the  social  and  intellectual  class  to 
which  he  belonged,  the  hospital  in  1895  had  ceased  to  be  a  thing  of 
terror,  and  had  become  “a  tree  of  life,  the  leaves  whereof  are  for  the 
healing  of  the  nations.” 

In  our  own  day  the  good  accomplished  by  hospitals  is  not  a  subject 
of  dispute;  nevertheless,  the  precise  place  that  the  hospital  should  occupy 
in  the  body  politic,  the  proper  seat  of  responsibility  for  its  existence  and 
for  its  work,  and  the  principles  of  its  organization  and  administration 
remain  fruitful  subjects  of  investigation  and  debate.  As  an  introduction 
to  the  consideration  of  means  by  which  the  usefulness  of  hospitals  may 
be  enhanced,  let  us  review  briefly  some  of  the  principal  administrative 
objectives  of  recent  times. 

At  about  the  turn  of  the  century  there  sprang  up  in  the  United  States 
an  association  of  hospital  superintendents,  the  first  organization  in  the 
Western  Hemisphere  of  men  whose  efforts  were  devoted  to  the  improve¬ 
ment  of  hospital  conditions.  The  declared  object  of  the  association  was 
the  promotion  of  economy  and  efficiency  in  hospital  administration.  A 
review  of  the  earlier  transactions  of  this  association  shows  that  the  hos¬ 
pital  superintendents  of  America  were  at  that  time  concerned  chiefly 
with  the  care  of  buildings  and  the  economical  purchase  and  distribution 
of  supplies.  Hospital  management  was  conceived  by  them  to  be  scarcely 
more  than  a  form  of  household  administration. 

How  strikingly  does  this  point  of  view  contrast  with  that  of  the  pro¬ 
gressive  executive  of  our  day,  who,  without  relinquishing  his  interest  in 
the  problems  of  internal  institutional  management,  is  concerned  lest  the 
hospital  fail  to  measure  up  to  the  health  needs  of  the  community.  To 
define  the  relation  of  the  hospital  to  the  community  is  today  accepted  as 
the  essential  theoretical  problem  of  hospital  administration;  to  fit  the 
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organization  of  the  hospital  for  the  performance  of  its  duties,  as  thus 
defined,  as  its  fundamental  practical  problem. 

If  the  symptomatic  treatment  of  disease  in  the  individual  no  longer 
satisfies  the  scientific  clinician,  the  mere  sheltering  of  the  sick,  in  order 
that  such  treatment  may  be  administered,  no  longer  satisfies  the  thought¬ 
ful  hospital  administrator  who  seeks  to  bring  organized  medical  practice 
under  the  influence  of  the  latest  and  most  approved  scientific  conceptions 
of  disease.  The  path  of  scientific  medicine  proceeds  through  the  several 
branches  of  pathology  to  causation  and  prevention,  and  it  is  along  this 
path  that  organized  medicine,  represented  chiefly  by  the  hospital,  is 
advancing.  The  object  of  the  numerous  community  surveys  has  been  to 
determine  the  character  and  the  incidence  of  existing  disease  and  to  dis¬ 
close  relevant  environmental  factors,  and  on  this  broad  basis  to  define 
hospital  function  and  to  formulate  hospital  program.  The  logical  result 
can  be  nothing  less  than  an  attempt  to  levy  upon  and  skillfully  to  organ¬ 
ize  all  the  available  resources  of  society  for  the  prevention  and  cure  of 
disease. 

There  is  no  need  to  deny  that  in  one  of  its  aspects  hospital  admin¬ 
istration  is  a  branch  of  domestic  administration,  but  orderly  household 
arrangement  is  today  regarded  as  the  least  of  hospital  problems.  The 
hospital  has  become  conscious  of  its  duty  as  a  center  for  medical  research 
in  preventive  as  well  as  in  clinical  medicine,  as  an  instrument  for  the 
training  of  physicians  and  nurses,  as  a  school  where  the  laws  of  health 
may  be  imparted  to  the  laity,  and  even  as  an  avenue  by  which  statesmen 
may  be  led  to  perceive  the  danger  of  any  social  or  industrial  system  which 
disregards  the  health  of  the  people. 

John  Morley  in  his  Life  of  Voltaire  tells  of  Voltaire’s  youthful  intel¬ 
lectual  limitations  under  the  narrowing  influence  of  social  life  at  the 
court  of  France;  he  describes  Voltaire’s  escape  to  England,  and  indi¬ 
cates  the  enlightenment  which  resulted  from  Voltaire’s  challenging  and 
stimulating  contact  with  a  free  people  and  their  institutions.  When 
Voltaire  returned  to  France,  says  Morley,  he  “had  tasted  of  the  fruit  of 
the  tree  of  scientific  reasoning  and  had  become  alive  to  the  central  idea 
of  the  social  destination  of  all  art  and  of  all  knowledge.”  Intellectual 
and  social  influences  no  less  potent  than  those  which  influenced  Voltaire’s 
later  career  have  been  at  work  to  widen  the  horizon  of  the  hospital 
administrator  and  to  reveal  to  him  the  social  character  and  destination 
of  the  institution  over  which  he  presides. 

The  three  great  types  of  hospitals  in  the  modern  world  are  the  public 
hospital,  managed  by  public  officials  and  supported  wholly  by  public 
funds;  the  private  nonsectarian  hospital;  and  the  sectarian  hospital,  like- 
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wise  under  private  control.  Each  of  these  types  has  distinctive  character¬ 
istics,  but  all  reflect  in  greater  or  lesser  degree  the  scientific,  social,  and 
economic  standards  of  the  period. 

The  people  of  England  have  been  proud  of  the  private  or  voluntary 
hospital  as  a  peculiarly  English  institution.  This  type  of  hospital  has  been 
dominated  by  the  belief  that  bureaucracy,  with  all  that  the  term  implies 
of  inflexible  application  of  rules,  lack  of  initiative,  and  loss  of  spontaneity, 
is  the  worst  of  all  possible  influences  in  a  humane  institution,  and  the  last 
of  all  possible  forms  of  control  which  should  be  tolerated  by  free  men.  The 
English  system,  transplanted  to  America  and  the  British  Colonies,  has 
flowered  vigorously,  but  neither  in  the  overseas  dominions  of  Britain  nor 
in  the  United  States  has  there  been  such  uncompromising  insistence  on 
absolute  freedom  from  all  subordination  to  or  official  relationship  with 
government  authority  as  has  been  traditional  in  England. 

In  the  United  States,  voluntary  hospitals  have  been  widely  developed 
along  sectarian  lines.  The  religious  instinct,  often  suppressed  under  the 
stresses  of  modern  economic  life,  is  apt  to  reassert  itself  when  illness 
appears.  The  sufferer  who  is  racked  in  body  and  mind  finds  peace  most 
readily  among  fellow  believers.  Eager  to  render  service,  the  churches  of 
America  have  vied  with  each  other  in  the  endowment  of  sectarian  hos¬ 
pitals  where  service  is  offered  alike  to  rich  and  poor. 

In  the  types  of  hospitals  which  we  have  just  been  considering,  ideals 
of  freedom,  sympathy,  and  religion  determine  to  a  great  extent  the  general 
character  of  the  hospital  and  fix  the  nature  of  the  controlling  authority. 
There  are  countries  in  continental  Europe  where  organized  medical  serv¬ 
ice,  originally  almost  wholly  an  affair  of  the  church,  has  become  an 
accepted  function  of  the  state;  but  even  in  those  parts  of  the  world  where 
the  voluntary  hospital,  sectarian  or  nonsectarian,  has  flowered  most 
luxuriantly,  the  insufficiency  of  available  private  funds,  the  tendency  of 
voluntary  hospitals  to  focus  their  attention  on  certain  classes  of  the  sick 
to  the  exclusion  of  others  equally  deserving,  and  the  imperious  demands 
of  social  hygiene,  have  caused  the  state  to  set  up  public  hospitals  for  the 
purpose  of  filling  gaps  in  the  voluntary  system. 

There  are  two  respects  in  which  the  state  hospital  occupies  a  position 
entirely  distinct  from  that  of  the  voluntary  hospital;  the  first  is  its 
acceptance  of  the  responsibility  of  society  as  a  whole  (in  contradistinction 
to  that  of  sectarian  or  other  groups)  for  medical  relief;  the  second  is  its 
support,  at  least  potentially,  by  all  the  resources  of  the  state.  There  is  no 
limit  to  the  share  of  its  wealth  that  the  state  may  devote  for  the  protec¬ 
tion  of  the  health  of  its  citizens,  and  there  is  no  group  which  may  logically 
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be  excluded  from  the  benefits  of  a  state  medical  service,  once  instituted. 
The  principle  of  state  responsibility  for  the  care  of  the  sick  having  once 
been  accepted,  the  extent  of  its  application  becomes  simply  a  question  of 
expediency.  In  its  narrowest  application,  state  medical  service  is  limited 
to  the  care  of  persons  suffering  from  communicable  disease,  and  here  the 
dominant  motive  is  the  protection  of  society,  rather  than  the  care  of  the 
sick;  in  its  widest  application,  it  includes  not  only  every  useful  variety 
of  hospital,  but,  reaching  out  beyond  the  walls  of  the  hospital,  it  seeks  to 
provide  medical  treatment  in  the  school,  in  the  workshop,  and  wherever 
such  treatment  may  be  required,  even  to  the  extent  of  providing  constant 
oversight  of  the  health  of  its  citizens,  in  all  the  circumstances  of  life,  from 
infancy  to  old  age. 

While  the  progress  of  a  hospital  toward  efficiency  may  be  accelerated 
or  retarded  by  its  status  as  a  public  or  a  private  institution,  social,  scien¬ 
tific,  and  economic  forces  play  upon  all  types  of  hospitals  without  regard 
to  their  official  relations.  Perhaps  the  greatest  single  factor  in  modern 
hospital  development  has  been  the  specialization  of  labor,  a  process  which 
may  be  observed  both  in  the  medical  branches  and  in  general  hospital 
administration.  The  intensive  cultivation  of  limited  areas  of  thought  and 
action  is  a  phenomenon  characteristic  of  our  age.  It  has  left  its  impress 
on  all  the  sciences  and  on  most  of  the  arts,  but  in  medicine  its  first  strong 
impulse  has  now  been  expended,  and  the  period  of  differentiation,  which 
tended  to  separate  medical  practitioners  into  many  classes,  has  been  fol¬ 
lowed  by  an  irresistible  demand  for  the  co-ordination  of  the  efforts  of  the 
different  types  of  practitioners. 

In  the  earlier  days  of  specialization,  specialists  sought  to  acquire  the 
facilities  necessary  for  the  free  development  of  their  art  through  the 
establishment  of  independent  hospitals  of  limited  scope.  They  were  forced 
to  do  this  by  the  refusal  of  the  departments  of  general  medicine  and 
surgery  to  yield  ground  to  them.  For  a  time  the  internist  and  the  gen¬ 
eral  surgeon  were  able  to  maintain  their  opposition  to  clinical  innova¬ 
tions.  But  the  specialists,  working  in  hospitals  of  their  own,  progressed 
rapidly  in  the  development  of  an  invaluable  technic,  and  it  was  not  long 
before  the  need  of  their  services  began  to  be  felt  in  the  general  hospitals; 
at  this  time  consulting  specialists  were  added  to  the  regular  hospital 
staffs.  These  consultants  were  at  first  simply  called  in  occasionally  to 
assist  in  diagnosis  and  treatment;  in  the  course  of  time  the  hospitals  per¬ 
ceived  the  advisability  of  providing  separate  wards,  together  with  suitably 
equipped  treatment  rooms  and  laboratories,  for  the  special  clinical 
branches.  Thus  the  departmentalized  hospital  emerged.  The  change  was 
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most  quickly  effected  in  hospitals  which  were  affiliated  with  medical 
schools,  for  it  was  in  such  institutions  that  the  need  of  varied  and  com¬ 
prehensive  clinical  facilities  was  first  experienced. 

One  of  the  things  that  stimulated  the  development  of  hospitals  made 
up  of  a  number  of  medical  departments,  combined  and  co-ordinated  in 
such  a  manner  as  to  permit  of  concerted  clinical  effort,  was  a  growing 
appreciation  of  the  fact  that,  indispensable  as  the  specialists'  contribution 
to  the  welfare  of  the  hospital  patient  may  be,  it  is  both  prudent  and  wise 
not  to  regard  this  service  as  self-sufficient  or  final  but  rather  to  estimate 
it  as  a  link  in  the  chain  of  co-operative  clinical  relief.  The  time  is 
approaching  when  the  specialist  will  not  be  willing  to  treat  most  of  his 
patients  unaided,  and  when  public  opinion  will  decline  to  sanction  such 
treatment,  even  if  the  specialist  be  willing. 

Disregarding  for  the  moment  the  personal  equation,  and  considering 
merely  the  question  of  method,  one  may  today  with  reasonable  accuracy 
appraise  the  clinical  efficiency  of  a  hospital  by  ascertaining  the  number 
of  separate  departments  which  contribute  to  diagnosis  and  treatment.  If 
it  is  not  always  true  that  sound  practice  prevails  where  team  work  flour¬ 
ishes,  at  least  we  may  say  that  the  opportunities  for  effective  medical 
work  are  greatest  where  team  work  is  highly  prized.  Broadly  speaking, 
then,  it  may  be  said  that  a  notable  advance  has  been  made  toward  hos¬ 
pital  efficiency,  first,  by  the  training  of  special  types  of  practitioners,  and 
then  by  the  co-ordination  of  the  activities  of  the  several  skilled  groups. 

This  may  be  the  place  to  record  my  conviction  that  in  the  field  of 
acute  diseases  the  general  hospital  in  which  the  clinical  specialties  are 
combined,  and  in  which  alone  a  proper  co-ordination  of  effort  can  be 
secured,  is  preferable  to  a  loose  aggregation  of  independent  institutes 
which  favor  isolation  and  which  afford  no  automatic  corrective  for  the 
mental  habitudes  of  the  specialist.  I  am  also  convinced  that  inpatient  and 
outpatient  services  are  best  conducted  under  a  single  control  and  with 
the  members  of  the  same  staff  functioning  in  both  departments,  and  that 
it  is  contrary  to  the  best  interests  of  physicians,  of  patients,  and  of  society, 
to  establish  hospitals  for  the  exclusive  benefit  of  either  rich  or  poor. 

While  the  clinical  development  of  the  hospital  was  proceeding  along 
the  lines  I  have  indicated,  laboratory  medicine  was  following  a  parallel 
route.  The  single  pathologist,  who  at  one  time  was  able  without  an  effort 
to  satisfy  all  the  scientific  demands  of  his  clinical  associates,  has  been  re¬ 
placed  by  a  large  laboratory  staff,  each  member  finding  plenty  of  work 
to  do  in  his  chosen  specialty,  whether  it  be  tissue  pathology,  bacteriology, 
pharmacology,  serology,  radiology,  or  cardiology.  In  this  field,  also,  the 
attempt  to  achieve  perfection  by  intensive  specialization  has  been  followed 
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by  a  growing  appreciation  of  the  dangers  of  isolation  and  by  a  demand 
for  a  close  working  arrangement  between  the  laboratory  and  clinical 
groups. 

The  successive  phases  of  laboratory  development  are  reflected  by  the 
manner  in  which  hospitals  have  planned  and  erected  their  laboratories. 
Beginning  in  1870,  when  hospitals  were  frequently  planned  without 
laboratories  of  any  kind,  one  finds  in  succession  the  following  laboratory 
types :  a  single,  rather  small  room ;  a  small  pathological  laboratory  com¬ 
bined  with  the  morgue;  a  larger  laboratory,  equipped  for  pathology  and 
bacteriology,  still  combined  with  the  morgue;  suites  of  rooms  in  the 
arrangement  of  which  chemistry  finds  a  well-recognized  place  but  which, 
despite  a  growing  intimacy  with  the  clinical  departments,  continue  to  be 
located  in  basements  or  in  other  remote  places;  differentiation  of  the 
general  from  the  clinical  laboratory,  the  latter  becoming  an  important 
annex  to  the  ward;  and  finally,  a  stage  in  which  the  intimate  collabora¬ 
tion  of  the  laboratory  and  clinical  divisions  of  the  hospital  is  recognized 
and  promoted  by  the  grouping  of  the  wards  and  the  outpatient  depart¬ 
ment  about  a  central  building  which  contains  a  great  variety  of 
laboratories — which  contains,  in  fact,  all  that  the  hospital  is  able  to  afford 
in  the  way  of  specialized  diagnostic  and  therapeutic  equipment. 

As  these  changes  developed,  a  feeling  of  restlessness  swept  over  the 
hospitals  of  the  United  States  and  Canada.  Under  the  leadership  of  a  few 
men  of  genius,  magnificent  work  was  being  accomplished  in  one  or  two 
centers,  and  a  standard  of  achievement  thus  set  up  which  stirred  others 
to  action,  prompting  widespread  reorganization.  But  how  to  proceed  was 
a  problem,  for  in  many  instances,  when  a  new  scheme  of  organization 
was  proposed,  it  became  apparent  that  the  key  positions  in  the  clinical 
organization  of  hospitals  were  held  by  men  not  abreast  of  the  times,  and 
that  no  matter  how  the  organization  might  be  changed  on  paper,  the 
result  was  likely  to  be  the  reinstatement  of  some  of  these  influential  men 
in  positions  directly  athwart  the  path  of  progress. 

In  this  situation  the  conviction  grew  that  youth  with  its  modern 
training  would  save  the  day,  and,  in  order  to  create  positions  for  young 
men  of  promise,  a  plan  was  widely  adopted  for  the  automatic  retirement 
of  the  incumbents  of  clinical  positions  upon  reaching  a  certain  age,  or 
upon  the  completion  of  a  definite  term  of  service.  America  was  at  least 
thirty  years  behind  England  in  resorting  to  this  expedient.  French  sym¬ 
pathy  with  the  idea  that  men  of  mature  years  involuntarily  impede 
progress  was  somewhat  touchingly  expressed  by  Duclaux,  who,  recount¬ 
ing  in  his  study  of  Pasteur  the  difficulty  experienced  in  obtaining  among 
medical  practitioners  a  hearing  for  advanced  biological  conceptions,  says : 
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“Physicians  are  those  I  would  wish  to  lay  hold  of,  and  I  begin  to  fear  that 
I  shall  not  succeed.  I  know  very  well  that  old  physicians  do  not  read  any 
more,  and  that  when  they  do  read,  do  not  understand.” 

Although  here  and  there  a  useful  hospital  career  has  perhaps  been 
cut  short  by  the  policy  of  systematically  replacing  older  with  younger 
men,  the  net  result  has  doubtless  been  advantageous  to  progress;  but  so 
simple  a  rule  of  procedure  does  not  and  cannot  of  itself  invariably  bring 
about  an  ideal  hospital  organization.  Let  one  clinician  be  replaced  by 
another,  and  if  both  have  the  same  outlook  on  life,  even  though  one  be 
old  and  the  other  young,  the  same  stagnation  will  result.  How  to  ensure 
perpetual  progress  is  the  problem. 

Is  the  problem  automatically  solved  when  teaching  is  introduced?  Is 
teaching  the  magic  word?  I  need  not  recapitulate  the  familiar  arguments 
in  its  favor.  To  the  teacher,  surrounded  by  the  eager  and  inquiring  minds 
of  youthful  students,  is  given  a  sure  and  constant  incentive  to  discover 
and  rediscover  truth.  The  mind  of  the  teacher  is  perpetually  refreshed. 
The  conscientious  and  well-endowed  teacher  can  hardly  fail  to  become 
observer,  thinker,  questioner,  discoverer,  leader.  To  him  is  given  the 
opportunity,  through  his  influence  upon  the  minds  of  his  students,  to 
project  himself  indefinitely  into  the  future.  In  the  atmosphere  of  the 
school  research  is  born,  and  research  is  the  key  to  the  hidden  secrets  of 
nature.  Thus  the  greater  usefulness  of  the  teaching  hospital  is  apparent. 

Teaching  is  not  a  function  of  the  university  hospital  alone.  Any  thor¬ 
oughly  equipped  hospital,  with  laboratories,  examining  and  treatment 
rooms,  and  outpatient  department,  possesses  the  major  essentials  of  a 
teaching  plant.  Hospital  staffs  everywhere  should  cultivate  the  teaching 
habit,  and  their  efforts  to  do  so  will  be  richly  rewarded  by  public  and 
professional  recognition  and  by  enhanced  usefulness.  It  is  with  feelings  of 
mingled  admiration  and  pity  that  one  contemplates  a  hospital  which  min¬ 
isters  successfully  to  its  patients  and  to  its  patients  alone — admiration  for 
its  beneficent  work  and  pity  for  its  failure  to  make  its  work  count  to  the 
advantage  of  all  of  the  sick  in  the  locality,  a  result  which  can  readily  be 
won  by  encouraging  physicians  not  identified  with  the  staff  to  use  the 
laboratory  facilities  of  the  hospital,  to  consult  its  library,  to  visit  its  wards, 
and  to  attend  its  clinical  conferences. 

But  all  hospitals  are  not  alike  in  their  organization;  standards  are 
lacking  and  appear  to  be  needed.  We  arrive  then  at  the  question  of 
hospital  standardization.  Can  a  type  of  organization,  a  method  of  hos¬ 
pital  administration,  be  prescribed  which  is  suitable  for  all  places  and  all 
times?  It  may  be  useful  to  formulate  the  principles  of  hospital  function 
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and  organization,  but  to  define  in  exact  terms  the  character  of  the  organ¬ 
ization  and  to  limit  the  activities  of  the  hospital  within  the  terms  of  the 
definition  is  to  obstruct  progress.  Standardization  so  conceived  is  a  more 
pernicious  influence  than  state  control  or  bureaucracy,  for  a  bureaucrat 
may  change  his  mind,  whereas  the  written  word  is  inflexible.  Nevertheless, 
standardization  becomes  a  useful  instrument  when  used  simply  as  a 
means  of  upholding  minimum  standards. 

The  standardization  of  hospital  work  is  no  novelty.  Standards  exist 
wherever  the  state,  through  legislation,  has  defined  the  conditions  under 
which  medicine  or  nursing  may  be  practiced  in  a  hospital.  The  formation 
of  voluntary  organizations  for  the  promotion  of  standards  beyond  the 
ones  thus  prescribed  is  an  indication  that  there  exists  a  professional  or 
popular  demand  for  safeguards  not  yet  demanded  by  the  authorities. 
Such  a  movement,  expressing  high  ideals,  stamps  as  substandard  the 
hospital  which  does  no  more  than  conform  to  the  modest  requirements 
of  the  law. 

In  a  large  country,  where  social  conditions  and  education  are  not 
uniform,  the  highest  standards  cannot  be  widely  established  or  uniformly 
maintained  either  by  law  or  by  voluntary  associations,  but  a  conscientious 
effort  to  determine  and  define  those  things  which  are  the  indispensable 
attributes  of  honest  scientific  work — for  example,  accurate  records  of 
clinical  and  laboratory  observations — may  be  extremely  useful.  Stand¬ 
ardization  thus  conceived  encourages  inspection  and  publicity,  and  keeps 
alive  a  sense  of  responsibility;  it  promotes  a  healthy  rivalry  among  hos¬ 
pitals,  and  generates  a  demand  for  better  things. 

Systematic  consideration  of  the  details  of  hospital  planning  would  be 
somewhat  out  of  place  in  the  present  discussion,  but  I  may  at  least  be 
permitted  to  emphasize  how  indispensable  to  efficient  work  are  wards  in 
the  planning  and  arrangement  of  which  due  consideration  has  been 
given  to  the  personal  comfort  and  the  privacy  of  patients,  to  the  require¬ 
ments  of  case  grouping  for  purposes  of  study,  to  the  value  in  certain  disease 
conditions  and,  in  most  climates,  of  treatment  out  of  doors,  to  the  need 
of  suitable  examining  and  treatment  rooms,  to  the  installation  and  placing 
of  the  apparatus  which  modern  nursing  service  demands.  Outside  of  the 
wards,  apart  from  the  always  present  and  indispensable  kitchen  and 
laundry,  the  heating,  lighting,  and  power  plant,  and  the  business  offices, 
departments  which  on  account  of  their  intimate  relation  to  the  clinical 
and  scientific  functions  of  the  hospital  and  to  staff  efficiency  call  for  the 
most  careful  consideration  in  hospital  planning,  are  the  admitting  and 
social  service  departments,  the  outpatient  department,  the  diagnostic  and 
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research  laboratories,  various  therapeutic  departments,  diet  kitchens, 
record  rooms,  library,  teaching  rooms,  and  residential  quarters  for  doctors, 
nurses,  and  others. 

The  hospital  which  aims  to  reach  the  highest  pinnacle  of  usefulness 
will  conduct  a  school  of  nursing,  but  will  not  assign  to  its  younger  pupils 
tasks  for  which  they  are  not  yet  fitted.  It  will  be  careful  in  the  choice  of 
those  who  instruct  its  pupils,  and  will  pay  them  adequately.  It  will  keep 
in  mind  the  need  of  mental  stimulation  for  instructors  and  supervisors, 
as  well  as  for  pupils.  To  overcome  the  tendency  to  mental  stagnation,  it 
will  vary  the  tasks  of  its  permanent  staff  from  time  to  time,  will  provide 
a  well-furnished  library  for  the  use  of  staff  members,  and  will  arrange 
lectures  and  demonstrations  for  their  benefit.  It  will  exclude  from  the 
school  those  who  are  not  physically  fitted  for  nursing  work  and  will  guard 
the  health  of  its  nurses  by  limiting  the  hours  of  their  employment,  by 
providing  suitable  dormitories,  by  furnishing  plenty  of  wholesome  food, 
by  installing  facilities  for  recreation,  by  establishing  a  system  of  periodic 
physical  examinations,  and  by  applying  the  most  approved  scientific 
means  for  the  prevention  of  diseases  to  which  nurses  are  exposed. 

Throughout  the  hospital  there  must  be  respect  as  well  as  tender  regard 
for  the  sick ;  the  spirit  of  service  must  be  shared  by  all.  Brilliant  physicians 
cannot  preserve  the  sanctity  of  a  hospital  which  disregards  the  needs  and 
rights  of  its  most  humble  workers,  and  thus  deprives  them  of  self-respect 
and  of  a  sense  of  the  usefulness  and  importance  of  their  work.  In  the 
ideal  hospital,  the  health  of  the  workers  will  be  deemed  as  precious  as 
that  of  the  patients;  and  lest  under  the  pressure  of  a  multitude  of  tasks 
this  essential  duty  be  forgotten,  let  me  urge  each  hospital  to  keep  a  record 
of  the  sickness  occurring  among  its  employees  so  that  the  duty  of  main¬ 
taining  among  the  working  population  of  the  hospital  a  sickness  rate  at 
least  as  favorable  as  that  which  prevails  in  the  community  at  large  may 
never  be  forgotten.  Let  the  hospitals  be  a  real  health  center  for  the  mem¬ 
bers  of  its  own  organization. 

A  moot  question  among  hygienists  is  just  what  constitutes  an  ideal 
unit  for  purposes  of  health  administration.  I  am  confident  that  a  big  city 
is  not  such  a  unit.  The  creation  of  health  habits  in  the  individual  may  be 
regarded  as  the  foundation  of  public  health;  but  in  a  great  community 
the  individual  is  beyond  the  effective  reach  of  central  authority,  although 
large-scale  organization  is  necessary  to  control  environmental  factors 
which  are  inimical  to  health.  It  has  been  said  that  the  family  is  the  ideal 
administrative  health  unit;  the  school  is  by  some  so  regarded,  and  the 
workshop  by  others.  But  the  hospital  is  family,  school,  and  workshop 
combined.  Conceived  in  a  spirit  of  service  for  the  protection  and  pro- 
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motion  of  health,  possessing  every  known  resource  for  the  attainment  of 
its  aims,  the  hospital,  whether  public  or  private,  sectarian  or  nonsectarian, 
while  seeking  to  render  perfect  service  to  its  patients,  should  strive  to 
become  a  model  household  where  health  and  happiness  prevail. 


Hospital  Co-ordination 


The  United  States  prides  itself  on  its  efficiency  in  organization  and 
management,  and  co-ordination  and  amalgamation  are  words  to  conjure 
with.  Co-ordination  suggests  a  more  perfect  adaptation  of  means  to  ends, 
while  amalgamation  arouses  visions  of  large-scale  organization,  of  reduced 
overhead,  of  increased  profits  where  industry  is  concerned,  and  of  equiva¬ 
lent  advantages  in  nonprofit-making  schemes  of  social  or  community 
organization.  Hospital  amalgamation  may  be  prompted  by  the  hope  of 
individual  aggrandizement,  as  in  the  case  of  any  large  organization  that 
seeks  to  devour  a  smaller  one.  Indeed,  hospital  amalgamations  have  been 
proposed,  in  some  cases,  without  much  regard  for  the  fundamentals  of 
sound  hospital  administration.  But  reference  to  the  broader  interests  of 
the  community  is  really  the  only  satisfactory  method  of  testing  the  merits 
of  schemes  of  this  character,  and  it  is  therefore  pertinent  to  ask  just  what 
these  community  interests  are. 

A  wide-awake  community  requires  of  its  hospital  or  hospitals  at  least 
three  things :  efficient  medical  service,  economy  in  construction  and 
administration,  and  a  reasonable  measure  of  comfort  and  convenience 
for  patients  and  their  friends.  Efficient  medical  service  in  a  hospital 
depends  upon  the  talent  and  character  of  the  medical  staff,  and  staff 
organization.  Adequate  technical  equipment  is,  of  course,  indispensable, 
but  it  is  assumed  that  this  will  be  furnished  in  any  case.  As  to  native 
capacity  and  personal  character,  a  hospital  must  take  what  the  gods 
grant.  Men  of  exceptional  talent  and  extraordinary  moral  worth  may  be 
shifted  about  from  hospital  to  hospital,  but  they  cannot  be  conjured  into 
existence  out  of  an  empty  void.  The  actual  problem  of  the  hospital 
administrator  is  to  make  the  best  possible  use  of  such  talent  as  may  be 
available. 

Intimate  contact  with  the  affairs  of  nearly  two  hundred  hospitals 
over  a  period  of  twenty  years  has  led  me  to  conclude  that  medical  talent 
thrives  best  in  a  general  hospital  fully  equipped  and  comprehensively 
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organized.  By  general  hospital  I  mean  a  hospital  that  is  equipped  ade¬ 
quately  for  the  diagnosis  and  treatment  of  all  varieties  of  acute  disease; 
in  other  words,  a  hospital  that  recognizes  and  provides  for  all  of  the 
recognized  specialties,  as  well  as  for  general  surgery  and  internal  medi¬ 
cine.  The  equipment  of  the  hospital  must  be  sufficient  to  satisfy  the 
technical  needs  of  all  the  clinical  groups  included  in  the  organization. 

A  general  hospital  which  operates  special  departments  should  have 
a  sufficient  number  of  beds  to  ensure  reasonably  constant  utilization  both 
of  expensive  equipment  and  the  services  of  a  costly  resident  staff.  The 
facilities  afforded  in  any  given  special  department  should  be  comparable 
to  those  regarded  as  essential  in  a  special  hospital  devoted  exclusively 
to  the  treatment  of  the  corresponding  type  of  case.  Moreover,  it  will  be 
in  the  interest  of  all  the  patients  in  the  hospital  to  conserve  the  time  and 
strength  of  the  staff  by  bringing  the  various  departments  into  close 
physical  relationship,  for  the  purpose  of  facilitating  consultative  or  group 
practice,  which  is  the  keynote  of  modern  medical  practice.  A  hospital 
may  have  a  scattered  arrangement  and  still  be  a  general  hospital  accord¬ 
ing  to  the  terms  of  definition,  but  if  its  clinical  units  are  so  dispersed  as 
to  make  the  joint  bedside  visits  of  its  associated  clinicians  particularly 
difficult,  the  medical  efficiency  of  the  hospital  must  be  impaired. 

In  a  fully  developed  general  hospital,  the  departments  to  be  grouped 
together  include  not  alone  the  clinical  inpatient  and  outpatient  depart¬ 
ments,  but  the  scientific  or  diagnostic  and  the  research  departments  as 
well.  It  is  only  when  the  right  administrative  and  physical  relations  are 
established  that  medicine  can  put  forth  its  full  strength  and  can  confer 
upon  the  sick  all  of  the  benefits  of  which  it  is  theoretically  capable.  These 
conditions  established,  the  hospital  is  in  a  favorable  position  to  carry  on 
its  important  secondary  functions  of  research  and  teaching.  All  of  which 
means,  of  course,  that  the  amalgamation  of  general  medicine  and  surgery 
with  the  so-called  clinical  and  laboratory  specialties  is  theoretically  a  sound 
procedure,  which  may  serve  as  a  guide  to  hospitals  of  limited  clinical 
scope  that  are  contemplating  amalgamation.  The  aim  is  to  piece  together, 
into  a  smoothly  functioning  whole,  fragmentary  clinical  organizations 
which  may  be  qualified  to  treat  appropriately  certain  diseases. but  are 
hardly  prepared  to  treat  adequately  the  patients  themselves. 

If  to  the  clinical  organization  of  public  wards  on  the  comprehensive 
lines  here  indicated  there  be  added  accommodations  for  private  and 
semiprivate  patients  in  sufficient  numbers  to  meet  the  requirements  of 
the  clinicians  who  serve  the  hospital  gratuitously  in  its  public  wards,  the 
entire  institutional  practice  of  the  staff  can  be  carried  on  at  a  single  place 
in  the  interests  of  both  rich  and  poor  alike.  This  amalgamation  of  public 
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and  private,  or  of  charitable  and  noncharitable,  hospital  services  repre¬ 
sents  a  second  form  of  hospital  amalgamation  which  is  accepted  without 
question  in  the  United  States  and  Canada. 

There  is  a  point  at  which  the  expansion  of  any  hospital,  or  that  of  its 
separate  clinical  departments,  may  wisely  be  arrested.  For  several  reasons, 
individual  clinical  departments  in  a  general  hospital  for  acute  diseases 
should  not  be  too  large.  In  the  first  place,  the  head  of  each  clinical  service 
should  maintain  actual  contact  with  all  of  the  patients  entrusted  to  his 
care.  Is  not  this  precisely  what  any  one  of  us,  if  a  ward  patient,  would 
want?  Who  would  be  content  to  be  treated  by  a  subordinate  member  of 
the  staff,  knowing  all  the  while  that  the  chief  of  staff,  presumably 
possessing  greater  knowledge  and  skill,  was  close  at  hand?  Secondly,  the 
overdevelopment  of  clinical  services  which  occurs  in  hospitals  of  excessive 
size  tends  to  create  a  monopoly  of  hospital  privileges  disadvantageous  to 
the  medical  profession  and  to  the  community  at  large,  in  that  it  unneces¬ 
sarily  deprives  worthy  physicians  of  the  use  of  resources  that  are  essential 
to  their  progressive  development,  both  as  practitioners  and  investigators. 
Obviously,  any  loss  of  knowledge  or  skill  on  the  part  of  a  physician  is 
eventually  passed  on  to  the  sick  in  the  form  of  unsuitable  or  inadequate 
treatment.  It  is  the  patient  who  pays  in  the  end — pays  dearly  with  his 
health,  or  even  with  his  very  life. 

Ample  experience  has  shown  that  hospitals  of  from  500  to  600  beds 
can  be  satisfactorily  supervised  and  controlled,  and  that  administrative 
difficulties  are  multiplied  when  the  size  of  a  hospital  greatly  exceeds  these 
figures.  If  all  the  requirements  of  an  efficient  medical  service  can  be  satis¬ 
fied  within  the  limits  named,  and  if  overhead  expense  in  all  important 
departments,  including  laboratory,  kitchen,  laundry,  and  power  plant, 
can  be  kept  down  to  a  minimum  in  a  hospital  of  600  beds,  amalgama¬ 
tions  that  aim  at  1,500,  2,000,  or  3,000  beds  in  a  single  institution  should 
be  viewed  with  suspicion.  It  is  my  belief  that  physical  consolidations  of 
such  magnitude  cannot  be  successfully  defended,  either  on  grounds  of 
medical  efficiency,  economy  of  construction,  cost  of  equipment,  economy 
of  maintenance,  comfort  of  patients,  or  the  satisfaction  of  visitors.  How¬ 
ever,  the  duplication  of  hospitals  is  distinctly  harmful  when  overhead 
is  increased,  or  when  contacts  and  correlations  that  are  desirable  from  a 
service  standpoint  are  obstructed  or  destroyed. 

While,  as  a  rule,  the  union  of  smaller  institutions  that  are  lacking  in 
essential  departments  is  desirable,  this  may  not  be  wise  in  every  case. 
For  example,  in  a  community  of  moderate  size  there  may  be  two  hospitals 
that  are  so  distinct  in  origin,  tradition,  religious  affiliation,  type  of  service, 
or  community  relations,  that  their  enforced  union  would  plunge  the 
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proposed  institution  into  difficulties  which  would  more  than  offset  the 
promise  of  enhanced  medical  efficiency  or  the  prospect  of  reduced 
maintenance  costs.  Particularly  if  the  community  is  a  growing  one,  which 
may  be  expected  to  develop  and  support  two  complete  general  hospitals 
within  a  reasonable  period,  it  may  be  wise  to  keep  hands  off  and  to  allow 
the  existing  institutions  time  to  outgrow  their  defects. 

An  equally  strong  reason  against  the  consolidation  of  small  hospitals 
which  are  defective  in  clinical  organization  and  lack  the  most  economical 
types  of  plant  and  equipment  exists  where  two  or  more  such  hospitals 
serve  widely  scattered  communities.  It  requires  a  certain  concentration 
of  population  and  considerable  wealth  to  support  a  full-fledged  general 
hospital;  a  rural  community  can  no  more  support  a  large  and  perfect 
hospital  than  it  can  maintain  a  first-rate  opera  house.  The  small  town 
is  obliged  to  content  itself  with  the  visiting  opera  company,  while  the 
still  smaller  village  may  be  compelled  to  get  its  music  by  means  of  the 
radio  or  phonograph.  Similarly,  dwellers  in  sparsely  settled  regions  must 
be  content  with  the  visiting  consultant  or  specialist,  or  with  the  best 
imitation  of  their  services  that  the  local  family  doctor  can  offer.  While 
the  imitation  may  be  fairly  good,  no  one  will  deny  the  superiority  of  the 
genuine  article,  and  if  the  nature  and  requirements  of  an  efficient  medical 
service  are  understood,  small  communities  that  are  not  too  far  apart  will 
make  every  effort  to  pool  their  hospital  resources. 

Rural  hospitals  which  are  unable  to  combine  physically  may  never¬ 
theless  co-operate  with  each  other  in  useful  ways.  Thus  a  single  compe¬ 
tent  pathologist,  whose  exclusive  service  a  small  hospital  cannot  afford, 
may  take  charge  of  the  laboratory  work  of  several  hospitals;  or  clinical 
material  may  be  apportioned  by  agreement  among  several  hospitals  in 
such  a  way  as  to  discourage  undesirable  duplication  of  plant  and  equip¬ 
ment.  Affiliations  may  be  formed  in  the  interest  of  better  nursing  educa¬ 
tion;  such  affiliations,  first  undertaken  voluntarily  by  groups  of  hospitals 
in  many  states,  have  multiplied  enormously  in  recent  years  under  the 
compulsion  of  education  laws  or  regulations. 

A  rare  form  of  hospital  consolidation  in  the  United  States  is  the  link¬ 
ing  together  of  a  general  hospital  and  a  hospital  for  infectious  diseases. 
If  it  is  possible  for  university  hospitals  to  maintain  contagious  wards  (as 
a  number  of  such  institutions  in  the  United  States  actually  do),  it  seems 
equally  possible  for  well-conducted  and  suitably  planned  nonteaching 
hospitals  to  do  the  same.  One  need  not  travel  far  to  find  a  community 
in  which  the  creation  of  infectious  wards,  suitable  for  paying  as  well  as 
nonpaying  patients,  would  solve  one  of  the  most  difficult  problems 
encountered  in  medical  practice. 


i8 


ADMINISTRATION  AND  ORGANIZATION 


The  carefully  planned  co-ordination  of  acute  and  chronic  hospital 
services  is  most  desirable,  but  rare  even  in  connection  with  municipal 
hospital  systems.  Municipal  hospitals,  as  a  rule,  admit  chronic  patients 
because  no  one  else  cares  to  do  so.  In  a  few  of  the  larger  cities,  where 
municipalities  support  a  number  of  hospitals,  separate  institutions  for 
acute  and  chronic  cases  may  be  found;  but  more  frequently,  the  two 
types  of  cases  are  cared  for  in  different  parts  of  the  same  hospital,  which 
is  consistent  with  sound  administration,  or  in  the  same  wards,  a  practice 
to  which  serious  objections  may  be  made. 

It  is  now  generally  agreed  that  every  general  hospital  should  make 
some  provision  for  at  least  the  temporary  care  of  cases  of  tuberculosis. 
A  close  working  agreement  between  a  general  municipal  hospital  and  a 
municipal  tuberculosis  hospital  (where  one  exists)  in  the  same  com¬ 
munity  is  so  obviously  necessary  as  to  suggest  the  advisability  of  unified 
control  of  the  two  institutions.  However,  a  satisfactory  understanding 
between  a  hospital  commission  in  charge  of  general  hospital  work  and  a 
health  department  in  charge  of  hospitals  for  communicable  disease 
(tuberculosis  included)  is  by  no  means  unthinkable. 

In  communities  in  which  all  health  and  hospital  work  is  in  the  hands 
of  health  departments,  the  question  becomes  one  of  internal  departmental 
administration.  In  cities  of  moderate  size,  consolidated  management 
seems  to  be  the  simplest  method  of  handling  the  matter.  In  very  large 
communities,  however,  the  management  of  many  large  institutions  from 
a  central  office  may  result  disastrously,  unless  each  institution  belonging 
to  the  system  is  granted  a  large  measure  of  local  autonomy  with  respect 
to  its  internal  affairs.  The  problem  here  is  the  familiar  one  of  maintenance 
of  the  individuality  of  an  institution,  stimulation  of  local  pride,  encourage¬ 
ment  of  healthy  rivalry,  development  of  a  keen  sense  of  responsibility, 
and  especially  the  fostering  of  warm  personal  devotion,  without  which  the 
morale  of  an  institution  is  speedily  impaired.  Nothing  is  so  likely  to  lower 
the  tone  of  a  hospital  as  to  lodge  responsibility  for  its  administration  in 
the  hands  of  absentee  officials,  who  have  no  intimate  contact  with  its 
work  or  with  its  officiating  personnel. 

In  recommending  autonomy  for  individual  hospitals,  I  should  like  to 
be  understood  as  referring  more  especially  to  the  management  of  the 
hospital’s  internal  affairs.  There  are  many  ways  in  which  the  efficiency 
of  a  hospital  in  a  large  city  may  be  increased  by  a  co-ordination  of  its 
efforts  with  those  of  its  neighbors.  There  is  not  a  large  city  in  the  country 
which  has  not  felt  the  need  of  a  comprehensive  community  hospital 
policy  and  program,  but  such  a  program,  in  theory  at  least,  may  be 
worked  out  by  voluntary  co-operation  as  well  as  under  unified  control. 
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Economic  motives  have  probably  been  more  potent  than  the  desire 
to  achieve  medical  efficiency,  in  bringing  about  hospital  affiliations  of 
limited  scope.  It  is  in  this  spirit  that  hospitals  have  organized  central 
purchasing  agencies,  and  have  created  or  supported  central  schools  for 
the  preliminary  training  of  probationers.  Familiar  forms  of  co-operation 
limited  to  special  phases  of  hospital  activity  are  the  formation  of  perma¬ 
nent  or  temporary  associations  for  joint  raising  of  funds  and  the  establish¬ 
ment  of  bureaus  of  information  for  collecting  facts  of  general  interest. 

There  appears,  therefore,  to  be  a  legitimate  field  for  hospital  amal¬ 
gamation  as  well  as  for  the  co-ordination  of  the  services  of  separately 
conducted  hospitals.  A  distinction  must  be  made  between  the  physical 
amalgamation  of  hospital  plants  and  mere  centralized  control.  So  far  as 
general  hospitals  for  acute  diseases  are  concerned,  the  character  of  the 
ideal  hospital  unit  is  logically  derived  from  the  hospital’s  inner  needs, 
and  remains  the  same,  wherever  control  may  happen  to  be  lodged.  The 
duplication  of  medically  efficient  and  physically  economical  units  is 
perfectly  sound  practice,  and  should  not  be  discouraged  by  central  hos¬ 
pital  authorities.  Nor  should  healthy  rivalry  among  properly  organized 
hospital  units  forming  part  of  a  single  system  be  suppressed;  central 
management  can  prevent  harmful  competition  for  funds,  and  can  dis¬ 
courage  distorted  or  unilateral  hospital  growth. 
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The  title  of  this  address  is  not  of  my  own  choosing,  and  is  too  preten¬ 
tious  for  my  taste.  It  would  ill  become  one  of  my  years  to  attempt  to  say 
to  you  who  are  young,  enthusiastic,  imaginative,  and  determined,  what 
the  future  of  hospital  administration  will  be. 

Some  of  the  factors  in  the  development  of  social  institutions  are  the 
influence  of  environment,  the  traditions  of  the  past,  and  the  ideals  and 
will  of  the  current  generation  of  thinkers  and  doers.  All  of  these  forces 
come  into  general  play,  but  the  future  of  any  given  hospital  is  not  beyond 
the  control  of  its  local  administrator;  he  plays  a  considerable  part  in 
shaping  and  directing  his  institution;  his  personality  is  a  major  condition 
of  its  environment.  Change  is  the  tenor  and  tendency  of  our  society 
today,  and  individuals — among  them  vigorous  and  imaginative  hospital 
administrators — will  determine  what  social  and  institutional  forms  are 
best  for  mankind  and  what  therefore  will  or  should  survive. 

If  you  were  asked  what  you  considered  the  most  important  single 
quality  in  a  hospital  administrator,  what  would  you  say?  If  this  question 
were  put  to  me  I  would  answer,  “sympathy,  or  compassion.”  Not  the 
emotional  type  of  compassion  which  gives  way  to  tears  and  ends  in  help¬ 
less  despair,  but  the  kind  which  arouses  action,  which  intuitively  grasps 
the  meaning  of  a  critical  situation,  which  senses  the  need  of  appease¬ 
ment,  and  eventually  does  something.  The  future  will  see  a  widening 
of  the  beneficent  influence  of  this  type  of  compassion  to  the  extent  that 
men  of  good  will  can  be  enrolled  in  the  ranks  of  administrators. 

We  realize  that  our  function  is  to  serve  the  sick,  and  that  in  order  to 
serve  the  sick  we  must  serve  the  medical  profession.  Hospital  policies 
and  programs  are  efforts  to  adapt  administrative  means  and  physical 
resources  to  medical  ends,  thus  making  it  possible  for  the  sick  to  be  better 
cared  for.  In  general  terms,  we  seek  to  care  for  the  sick,  and  since  we  take 
our  jobs  seriously  we  are  eager  to  see  our  hospitals  equipped  with  the  best 
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means  for  accomplishing  so  exalted  a  task.  We  are  called  upon  to  dis¬ 
cover,  classify,  and  apply  the  required  technical  means.  As  science 
advances  and  medicine  becomes  more  complex,  as  the  requirements  of 
the  medical  profession  grow  in  number  and  detail,  it  is  for  us  to  remem¬ 
ber  that  although  we  have  in  the  past  done  all  we  believed  to  be  possible, 
we  must  remain  alert,  must  continue  to  recognize  changes  promptly,  and 
must  adapt  hospital  organization  and  equipment  to  meet  advancing 
needs.  Official  standards,  while  helpful,  are  only  guides  for  proper  admin¬ 
istration;  the  real  work  of  the  resourceful  administrator  lies  beyond  and 
above  the  plane  of  standardization.  The  definitions  that  standardizers 
use  are  derivative,  deduced  from  a  reasonable  average  of  professional 
and  administrative  practice,  and  overshadowed  by  the  outstanding  attain¬ 
ments  of  hospital  leaders.  Standardization  is  based  on  past  performance, 
not  on  the  hopes  and  ideals  of  the  future.  The  ablest  administrators 
foresee  needed  changes  and  facilitate  them;  the  wise  administrator  is 
never  satisfied;  the  administrator  who  is  sure  that  his  hospital  is  perfect 
is  one  whom  I  would  advise  to  withdraw  from  the  field.  Let  us  banish 
forever  the  vice  of  complacency. 

It  is  customary  to  say  that  the  three  particular  objects  or  purposes  of 
hospitals  are  medical  care  of  the  patient,  teaching,  and  research.  These 
three  are  different  angles  of  the  problem  of  efficient  medical  care.  The 
prevention  of  sickness  is  a  conceivable  fourth,  but  this  is  an  idea  which 
has  logical  limits,  as  far  as  hospital  administration  is  concerned.  It  would 
be  a  mistake  for  hospital  administrators  to  attempt  to  take  over  from 
public  health  authorities  preventive  medicine  in  the  full  sense  of  the 
term,  although  what  nowadays  is  regarded  as  proper  therapeutic  care 
includes  an  inseparable  ingredient  of  prevention.  When  we  send  follow-up 
nurses  or  social  workers  to  find  out  what  has  happened  to  a  discharged 
patient,  to  educate  the  patient  in  health  habits,  and  to  guard  against  a 
recurrence  or  aggravation  of  a  disease  or  disability,  we  are  practicing 
medical  prevention.  When  we  keep  accurate  and  adequate  records  and 
deduce  from  them  the  probable  causes  of  ill-health  and  then  take  measures 
to  change  unfavorable  conditions  or  to  ward  off  disease,  we  are  prac¬ 
ticing  prevention.  Many  of  the  traditional  services  of  the  outpatient 
department  are  preventive,  arresting  disease  in  its  incipiency.  These 
examples  of  legitimate  hospital  activities  with  a  preventive  slant  could  be 
multiplied  indefinitely. 

Curative  medicine,  then,  has  a  very  definite  preventive  aspect,  but  a 
distinction  remains  between  preventive  medicine,  or  public  health  admin¬ 
istration  as  such,  and  the  practice  of  medicine.  I  believe  it  is  because 
some  of  those  who  are  engaged  in  public  health  administration  are  lack- 
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ing  in  imaginative  power,  or  in  resourcefulness  in  their  proper  field,  that 
we  sometimes  find  a  relative  neglect  of  preventive  medicine  by  public 
health  departments  and  a  needless  duplication  of  hospital  clinics.  Aiming 
to  expand  rather  than  to  perfect  their  work,  they  reach  out  into  neigh¬ 
boring  fields,  creating  confusion  in  public  administration.  We  find  public 
health  officials  stepping  aside  from  the  classic  routine  of  their  job — from 
attempts  to  improve  the  quality  of  human  life  by  the  modification  of 
environmental  factors — in  order  to  engage  in  activities  which  really  belong 
to  the  hospital. 

For  the  encroachment  of  public  health  administration  on  therapeutic 
territory  the  excuse  is  offered  that  hospitals  are  not  fulfilling  their  func¬ 
tion,  and  the  criticism  is  not  without  foundation.  We,  as  administrators, 
must  try  to  make  our  job  of  personal  medical  care  a  complete  job.  We 
must  see  to  it  that  our  service  to  the  sick  is  properly  implemented  by  a 
comprehensive  program,  satisfying  all  the  reasonable  demands  of  modern 
medical  practice.  There  must  be  no  gaps  in  clinical  co-ordination,  in 
laboratory  service,  in  diagnostic  aids,  in  convalescent  care,  in  follow-up 
work,  in  medical  social  service,  in  the  protection  of  the  health  of  hospital 
workers.  There  must  be  close  co-operation  with  public  health  departments 
and  with  voluntary  social  and  health  agencies. 

The  interest  of  most  hospital  superintendents,  in  the  old  days,  was 
centered  on  the  physical  hospital.  Considering  my  own  experience  and 
interest  in  the  planning  of  hospitals,  I  should  perhaps  be  the  last  one  to 
decry  the  importance  of  the  physical  hospital  plant.  But  actually  the 
physical  hospital  is  secondary  in  importance  to  the  living  hospital,  the 
live,  functioning  hospital  whose  activities  determine  what  finally  happens 
to  the  patient.  I  have  seen  excellent  hospital  work  done  in  miserable 
physical  surroundings.  Then,  too,  I  have  seen  the  exact  opposite,  hospital 
work  of  the  poorest  kind  done  in  the  most  luxurious  surroundings.  Let  us 
see  to  it  that  our  communities  provide  the  best  that  is  possible  in  the  way 
of  physical  surroundings  for  our  patients,  but  may  we  never  be  carried 
away  by  the  thought  that  a  hospital  which  has  achieved  physical  beauty, 
which  has  been  built  securely  and  has  been  furnished  in  good  taste,  is  a 
finished  hospital.  At  that  point  the  scene  has  been  set,  but  the  play  has 
not  yet  begun.  We  all  know  how  easy  it  is  to  manage  a  hospital  during 
its  period  of  construction.  Hospital  administration  is  put  to  the  test  only 
when  the  hospital  plant  is  finished  and  the  first  patient  arrives.  When 
a  thousand  patients  have  been  discharged  it  is  time  to  begin  stocktaking, 
to  look  for  errors  of  omission  and  commission,  to  correct  mistakes. 

Some  hospital  administrators  regard  themselves  primarily  as  business¬ 
men  or  glorified  hotel  managers  and  present,  as  evidence  of  admin- 
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istrative  ability,  a  hospital  report  showing  a  balanced  budget.  A  balanced 
hospital  budget  may  be  something  to  be  proud  of  or  it  may  be  a  callous 
testimonial  of  unfelt  shame.  If  a  balanced  budget  has  been  attained 
through  the  heartless  sacrifice  of  adequate  medical  care,  if  it  has  been 
effected  by  disregarding  the  patients’  best  interests,  it  is  worse  than  an 
unbalanced  budget  unavoidably  resulting  from  an  honest  effort  to  supply 
genuine  needs.  On  the  other  hand,  if  the  budget  of  the  hospital  has  been 
unbalanced  through  the  misappropriation  or  the  careless  administration 
of  hospital  funds,  the  lack  of  balance  is  indefensible.  There  must  be  a 
proper  relation  between  income  and  expense  if  the  administrator  is  to 
succeed  as  an  administrator,  but  his  first  duty  is  to  consider  the  service 
that  is  needed.  The  hospital  administrator  who  administers  his  hospital 
in  the  best  interests  of  the  patient,  the  administrator  who  can  demonstrate 
that  in  both  quantity  and  quality  of  service  his  hospital  is  beyond  re¬ 
proach,  may  well  take  pride  in  his  achievement. 

Our  primary  function  is  to  adapt  the  hospital  to  its  patients,  and 
there  are  two  kinds  of  adaptation  to  be  considered — socioeconomic  and 
medical.  Believing  that  rich  and  poor  alike  should  have  adequate  medical 
attention,  we  have  developed  two  types  of  hospitals  to  care  for  them, 
namely,  the  voluntary  hospital  and  the  municipal  hospital.  Government 
hospital  service  tends  to  increase,  but  vigorous  use  should  be  made  of 
every  available  means  for  preserving  and  developing  voluntary  hospitals. 
We  must  not  concede  that  the  era  of  giving  to  hospitals  has  passed.  Asso¬ 
ciation  with  a  voluntary  hospital  should  be  made  a  matter  of  pride.  We 
should  do  all  in  our  power  to  administer  our  hospitals  in  the  most  effi¬ 
cient  way;  if  voluntary  hospitals  can  keep  alive  the  traditional  belief  in 
the  superior  quality  of  their  service,  the  public  will  not  permit  them  to 
languish. 

Group  hospitalization,  if  fully  expanded,  will  enable  many  millions, 
collectively,  to  pay  hospital  bills  which  they  cannot  pay,  individually; 
group  hospitalization  should  therefore  aid  in  preserving  the  voluntary 
hospital  by  stabilizing  its  finances.  It  should  have  the  active  interest  of 
every  progressive  administrator. 

One  of  the  functions  of  the  hospital  is  education,  but  education  is  not 
to  be  considered  the  function  of  the  university  hospital  alone.  The  uni¬ 
versity  hospital  is  concerned  with  a  specialized  type  of  education.  In  the 
hospital  of  the  future,  education  will  be  a  pervasive  principle,  not  a 
restricted  incidental  function,  and  its  influence  will  be  felt  by  intern, 
nurse,  dietitian,  technician,  social  worker,  and  administrative  assistant. 
The  varous  professional  groups,  such  as  the  American  Hospital  Associa¬ 
tion,  are  forums  for  the  exchange  of  institutional  experiences  and  con- 


24 


ADMINISTRATION  AND  ORGANIZATION 


tribute  to  the  moral  and  mental  health  of  their  members.  Above  all,  the 
hospital  itself,  our  workshop  and  administrative  laboratory,  the  principal 
source  of  our  ideas,  provides  an  inexhaustible  field  for  observation  and 
study. 


4 


The  Hospital  Administrator 


NEED  OF  TRAINED  LEADERS 

The  need  of  a  better  organization  of  medical  activities  is  generally  con¬ 
ceded,  but  trained  leadership  is  lacking.  It  is  my  belief  that  the  thorough 
training  of  even  a  small  group  of  virile  men  in  the  theory  and  practice  of 
medical  administration  would  materially  enhance  medical  efficiency  in 
this  country,  and  that  the  time  is  ripe  for  such  an  undertaking.  In  this 
connection,  let  us  glance  at  some  of  the  features  of  the  situation. 

Epidemiologists  call  upon  the  hospitals  for  more  complete  and  uni¬ 
form  morbidity  reports ;  the  hospitals  reply  that  they  are  too  poor  to 
undertake  additional  clerical  labor.  Many  physicians  believe  that  dis¬ 
pensaries  should  cease  offering  free  service  to  the  public ;  the  dispensary 
managers,  however,  stoutly  maintain  that  the  prevalence  of  poverty 
amply  justifies  the  prevailing  dispensary  system.  In  letters  to  the  medical 
press,  physicians  demand  that  the  state  abstain  from  medical  practice; 
but  these  very  objectors  send  specimens  to  laboratories  maintained  by 
state  and  municipal  departments  of  health,  and  thus  virtually  appeal  to 
the  state  to  aid  them  in  the  diagnosis  of  their  cases. 

Social  service  workers  declare  that  physicians  fail  to  take  into  con¬ 
sideration  the  social  backgrounds  of  disease;  according  to  them,  the 
viewpoint  of  the  physician  must  be  radically  changed  before  treatment 
can  become  generally  efficient.  In  actual  practice,  the  viewpoint  of  the 
physician  changes  or  shifts  very  slowly. 

When  the  social  service  worker  asks  not  only  for  more  thorough 
treatment  but  for  a  more  careful  inquiry  into  the  causes  of  disease,  he 
touches  elbows  with  the  apostles  of  preventive  medicine,  whose  program 
embraces  eugenics,  prenatal  care,  infant  hygiene,  school  clinics,  physical 
training,  the  development  of  recreational  facilities,  venereal  prophylaxis 
and  treatment,  industrial  hygiene,  periodic  physical  examination,  model 
housing,  diagnostic  laboratories,  and  the  enactment  and  enforcement  of 
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countless  sanitary  regulations  in  urban  and  rural  communities.  The  rela¬ 
tion  of  the  practicing  physician  to  these  activities  lacks  definition. 

Looking  over  the  country,  one  observes  the  transformation  of  a  world- 
renowned  surgical  center  into  a  huge  diagnostic  clinic,  where  group 
medicine  is  practiced  with  such  success  that  surgeons  who  visit  the  clinic 
to  study  surgical  technic  become  fired  with  the  idea  of  group  medicine 
and  go  home  eager  to  form  partnerships  for  the  practice  of  co-operative 
medicine.  On  arriving  home  they  discover  that  group  medicine  can  only 
be  practiced  ideally  in  an  institution,  and  that  those  who  are  in  charge 
of  suitable  institutions,  such  as  hospitals  and  dispensaries,  are  not  quite 
ready  to  turn  them  over  to  medical  reformers,  however  well-meaning  or 
respectable. 

In  a  thousand  communities  already  possessing  imperfectly  developed 
hospitals — hospitals  which  are  wretchedly  poor  in  laboratory  equipment 
and  organization — a  thousand  new  hospitals  are  launched,  destined  to 
be  poorer  still  in  the  essential  means  of  scientific  diagnosis  and  treatment. 
Hospitals  for  the  exclusive  practice  of  specialties  are  begun  in  communities 
where  the  obvious  need  is  the  creation  of  special  departments  in  existing 
but  imperfectly  developed  “general”  hospitals.  Public,  semipublic,  and 
private  hospitals  spring  up  side  by  side;  why  one  and  not  the  other,  is  a 
question  that  is  hardly  considered. 

I  need  not  go  on.  What  has  been  said  is  sufficient  to  indicate  the  lack 
of  clearly  defined  principles  in  the  development  of  the  machinery  of  the 
country  for  dealing  with  disease.  The  muddle  seems  almost  hopeless,  but 
one  need  not  despair  if  the  medical  profession  can  only  be  made  to 
realize  the  need  of  trained  leadership.  The  first  thing  necessary  is  to 
recognize  the  existence  of  a  tangible  problem  in  which  physicians  and 
the  public  are  jointly  interested,  namely,  the  problem  of  medical  admin¬ 
istration. 

Heretofore,  nobody  was  trained  in  the  study  of  medical  administrative 
problems.  The  country  has  drifted  into  its  present  chaotic  condition 
because  there  was  nobody  whose  business  it  was  to  furnish  guidance  in 
matters  of  medical  administration.  Busy  clinicians  have  here  and  there 
thrown  out  suggestions  or  made  spasmodic  efforts  for  improvement,  but 
for  the  most  part  the  business  of  organizing  medicine  has  been  left  to 
nonprofessional  outsiders.  Curiously  enough,  the  need  of  special  training 
in  public  health  administration  is  obtaining  ample  recognition,  though 
this  need  is  no  greater  than  the  need  of  training  in  medical  organization 
and  administration  per  se. 

The  country  may  muddle  its  way  through.  If  so,  it  will  be  at  the  cost 
of  untold  suffering  and  at  the  needless  expense  of  countless  lives.  Think 
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our  way  through  we  never  shall,  if  the  thinking  is  left  to  men  whose 
thought  and  strength  are  chiefly  absorbed  by  other  tasks.  Incomparably 
the  best  way  to  treat  the  matter  is  to  have  the  study  of  medical  admin¬ 
istration  organized  and  directed  under  university  auspices.  Universities 
which  already  offer  courses  leading  to  the  degree  of  doctor  of  public 
health  are  in  a  favorable  position  to  direct  the  training  of  men  in  medical 
administration.  The  two  courses  would  dovetail  admirably. 

Whether  it  is  desirable  to  bring  the  two  together  under  one  head  at 
the  outset  might  be  seriously  questioned.  In  any  study  of  community 
needs,  I  think  it  is  best  to  conceive  of  preventive  and  curative  work  as 
bound  up  together  and  interrelated.  Anyone  who  has  examined  recent 
proposals  for  the  development  of  health  centers  must  have  been  struck 
with  the  fact  that  the  health  center  soon  ceases  to  be  a  health  center,  and 
attaches  to  itself  all  the  curative  functions  of  the  dispensary  and  finally  of 
the  hospital  itself.  On  the  one  hand,  the  hospital  is  reaching  out  to  extend 
its  work  to  the  preventive  field,  while  on  the  other,  public  health  organiza¬ 
tion  is  showing  that  preventive  medicine  can  only  be  practically  successful 
in  connection  with  curative.  However,  I  think  one  is  likely  to  under¬ 
estimate  the  supplementary  training  that  would  have  to  be  given  a  grad¬ 
uate  in  public  health  in  order  to  make  him  effective  as  a  hospital  admin¬ 
istrator. 

The  students  permitted  to  participate  in  this  work  should  be  graduates 
in  medicine.  Eventually,  special  prevocational  courses  could  be  arranged 
for  medical  students  who  purposed  following  administrative  rather  than 
clinical  or  research  medicine.  In  the  prevocational  education  of  the 
future  medical  administrator,  emphasis  should  be  placed  not  so  much  on 
chemistry,  biology,  and  physics  as  on  psychology,  economics,  and  soci- 
ology. 

The  objection  may  be  raised  that  teachers  of  medical  administration 
are  lacking.  This  is  true;  and  therefore,  at  the  outset,  the  work  of  special 
students  in  this  field  would  have  to  be  to  a  great  extent  self-directed ;  but 
the  gathering  of  a  number  of  such  students  at  a  single  center,  the  assign¬ 
ment  to  them  of  appropriate  topics  of  investigation,  and  the  preparation 
of  a  series  of  related  theses  on  phases  of  medical  administration  would 
soon  produce  a  body  of  thought  and  fact  about  which  subsequent  investi¬ 
gation  and  teaching  could  be  readily  grouped. 

TRAINING 

The  functions  of  the  hospital  superintendent  are  commonly  defined 
in  some  such  terms  as  the  following :  The  superintendent  is  the  executive 
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officer  of  the  Board  of  Trustees,  and  is  responsible  to  the  Board  for  the 
enforcement  of  its  rules  and  orders;  he  is  entrusted  with  the  superin¬ 
tendence  of  all  the  activities  of  the  hospital  except  those  pertaining  to 
diagnosis  and  treatment.  Specifically,  the  superintendent  is  usually 
directed  to  make  regular  inspections  of  the  various  departments;  to 
control  the  admission  and  discharge  of  patients;  to  engage,  dismiss,  and 
fix  the  wages  of  minor  employees;  to  see  that  laws  and  ordinances 
applicable  to  the  administration  of  the  hospital  are  duly  observed;  to 
record  receipts  and  expenditures;  to  purchase  necessary  supplies;  and 
periodically  to  present  a  report  of  progress  to  the  Board  of  Trustees.  These 
things  the  superintendent  is  specifically  instructed  to  do.  In  addition,  the 
trustees  look  to  him  to  assist  in  the  planning  of  new  buildings,  to  see  that 
the  equipment  of  the  hospital  is  renewed  as  often  as  may  be  necessary,  to 
see  that  patients  are  satisfied,  to  cultivate  the  good  will  of  the  public,  to 
keep  peace  among  the  factious  groups  that  so  frequently  spring  up  within 
the  organization,  to  check  the  exuberant  spirits  of  interns,  and  to  persuade 
mechanics,  office  workers,  and  domestic  servants  to  work  for  the  hospital 
for  half  or  two  thirds  of  the  wages  prevailing  in  industry  and  in  private 
domestic  service. 

What  the  hospitals  ask  for  is  a  superintendent  who  will  see  that  the 
policies  of  the  trustees  are  carried  out,  and  that  established  rules  and 
regulations  are  enforced;  what  the  hospitals  need  is  an  executive  capable 
of  initiating  measures  to  fit  the  hospital’s  program  accurately  to  the  needs 
of  the  community;  of  planning  the  interior  organization  of  the  hospital 
so  as  to  make  the  institution  wholly  effective  in  the  care  of  the  sick,  in 
the  training  of  doctors  and  nurses,  and  in  the  advancement  of  medicine; 
and  as  a  means  to  these  ends,  in  maintaining  the  health  and  spirits  of  the 
whole  body  of  hospital  workers. 

Hospitals  have  need  of  leaders  who  have  mastered  the  theory  of 
hospital  administration  (which,  unfortunately,  still  lacks  definition)  and 
who  possess  the  ability  to  formulate  a  program  and  to  see  it  through.  To 
carry  out  the  policy  of  the  average  board  of  trustees  is  not  enough.  With¬ 
out  ungraciously  or  ungratefully  belittling  the  fine  public  spirit  or  the 
extraordinary  generosity  of  hospital  trustees,  one  may  in  all  candor  state 
the  fact  that  trustees  usually  take  their  places  on  hospital  boards  knowing 
comparatively  little  of  the  medical  needs  of  the  community,  of  the  state 
and  the  requirements  of  medical  education  and  practice,  of  the  signifi¬ 
cance  of  the  infinitely  varied  forms  that  organized  medical  effort  may 
take,  and  of  the  relative  merits  of  different  types  of  hospital  organization. 
Here  and  there  trustees  are  encountered  who,  having  devoted  themselves 
to  the  service  of  hospitals  for  many  years,  have  become  well  informed 
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concerning  current  hospital  practice,  and  relatively  efficient  in  routine 
hospital  administration ;  experts  in  the  strict  sense  of  the  term  they  would 
hardly  claim  to  be. 

It  is  true  that  in  many  cases  the  medical  staff,  or  some  influential 
member  of  it,  is  responsible  for  shaping  the  hospital’s  program  and  policy. 
But  few  clinicians  have  the  time,  the  inclination,  or  the  capacity  to  acquire 
a  well-rounded  view  of  the  complex  problems  of  which  medical  adminis¬ 
trators  are  gradually  becoming  aware.  Is  it  surprising,  under  these  cir¬ 
cumstances,  that  there  is  neither  rhyme  nor  reason  in  the  way  in  which 
the  hospitals  in  any  large  American  city  are  created,  distributed,  co¬ 
ordinated,  supported,  or  related  to  medical  research,  medical  education, 
or  the  needs  of  the  community?  Few  communities  have  made  any  sys¬ 
tematic  study  of  their  hospital  requirements.  Often  it  does  not  occur  to 
public  officials  or  to  a  hospital  board  to  institute  a  searching  inquiry  into 
the  fundamental  questions  which  lie  at  the  root  of  hospital  planning, 
organization,  and  management.  Let  me  cite  a  few  of  these  questions : 

Location  of  hospital  in  relation  to  the  needs  and  convenience  of  the 
population. 

Size  of  hospitals  in  relation  to  economy  of  construction. 

Size  of  individual  departments,  or  units  of  construction,  in  relation  to 
economy  and  efficiency  of  administration. 

Circumstances  under  which  medical  treatment  should  be  domiciliary 
rather  than  institutional. 

Extent  to  which  standards  of  hospital  provision  (number  of  beds  in  pro¬ 
portion  to  population)  and  hospital  service  (organization  and  equipment) 
may  be  wisely  imposed  by  law. 

Proper  proportion,  in  a  given  hospital  or  community,  of  private  rooms, 
semiprivate  wards,  and  free  beds. 

Conditions  that  justify  free  hospital  treatment. 

What  classes  of  special  hospitals  are  desirable  and  what  would  be  their 
capacity? 

Development  of  group  diagnostic  facilities  for  individuals  of  moderate 
means. 

How  can  physicians  in  rural  communities  make  the  nearest  approach  to 
that  efficiency  in  clinical  practice  that  springs  from  specialization  and  the 
division  of  labor? 

What  changes  in  hospital  policy  are  suggested  by  the  study  of  rejected 
applicants  for  admission? 

What  principles  should  govern  the  use  of  public  money  for  the  support 
of  patients  in  private  or  semiprivate  hospitals? 

From  the  standpoint  of  effective  medical  teamwork,  what  is  the  most 
desirable  number  and  character  of  clinical  departments  in  a  general  hospital? 

Organization  of  laboratory  departments  for  maximum  efficiency  in  diag¬ 
nosis  and  research. 
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What  is  the  best  means  of  securing  an  expert  staff? 

The  most  effective  measures  for  discovering  automatically  any  tendency 
toward  deterioration  in  the  work  of  the  staff'. 

Relative  merits  of  part  time  and  full  time,  and  of  paid  and  unpaid, 
medical  service  in  communities  and  hospitals  of  varying  size  and  char¬ 
acter. 

To  what  extent  should  patients  be  followed  after  discharge  to  ascertain 
the  end  results  of  treatment? 

Length  and  character  of  service  required  to  fit  interns  for  general  prac¬ 
tice. 

How  should  the  hospital’s  medical  statistics  be  utilized? 

Function  and  proper  limits  of  the  outpatient  department. 

Co-ordination  of  outpatient  and  inpatient  departments. 

Use  of  the  hospital  to  instruct  physicians  who  are  not  members  of  the 
staff. 

Adaptation  of  the  nursing  curriculum  to  meet  modern  needs. 

Cost  of  pupil  nurses,  properly  housed  and  taught,  as  compared  with 
graduate  nurses. 

Definition  and  organization  of  medical  social  service. 

To  what  extent  should  the  hospital  undertake  vocational  and  social  guid¬ 
ance  of  the  convalescent? 

Can  large  numbers  of  the  sick  be  properly  fed  from  a  central  kitchen? 

To  what  extent  should  various  classes  of  hospital  workers  be  safeguarded 
against  disease  by  protective  inoculation? 

How  may  the  spread  of  disease  in  hospitals  and  dispensaries  be  prevented 
or  minimized? 

How  does  foreign  hospital  practice  differ  from  American,  and  what  are 
the  merits  and  demerits  of  the  respective  systems? 

Few  hospital  superintendents  will  claim  that  they  can  answer  all  of 
these  questions,  and  yet  it  is  in  this  broad  field  of  study  and  investigation 
that  the  key  to  hospital  progress  is  to  be  found. 

The  situation  calls  for  the  creation  of  a  center,  or  centers,  of  study 
where  men  already  grounded  in  medicine  may  acquire  a  knowledge  of 
the  history  of  organized  medical  endeavor,  of  sanitation  and  hygiene,  of 
sociology,  of  law  and  legislation,  of  business  and  accounting,  of  domestic 
science,  of  hospital  architecture,  and  of  the  principles  of  heating,  lighting, 
and  ventilation;  where,  furthermore,  by  direct  contact  with  capable 
hospital  administration,  they  may  gain  facility  in  dealing  with  everyday 
problems ;  and  last  and  most  important,  where  under  competent  direction 
they  may  learn  to  analyze  the  crucial  problems  of  medical  administration. 
They  will  necessarily  spend  a  large  part  of  their  time  during  the  first 
decade  in  learning  to  formulate  these  problems.  Like  all  important  teach¬ 
ing  centers,  the  future  school  for  hospital  superintendents  will  accomplish 
its  most  important  results  in  the  field  of  research. 
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SELF-EDUCATION 

Upon  assembling  for  my  own  use  the  subject  matter  proper  to  a 
course  of  training  for  hospital  executives,  I  realized  that  I  had  before  me 
a  ready  means  of  measuring  my  own  knowledge  of  the  essentials  of  hos¬ 
pital  management,  and  especially  a  means  of  discovering  gaps  in  that 
knowledge  which  should  not  be  ignored.  It  then  occurred  to  me  that  the 
prepared  list  of  studies  and  exercises  might  serve  others  in  the  same  way. 

Each  one  must  decide  for  himself  just  how  to  apply  the  suggestion 
of  self-education  which  this  table  is  intended  to  convey.  One  method  that 
readily  suggests  itself  is  to  utilize  the  list  for  the  purpose  of  starting  a 
classified  card  index  of  hospital  subjects  (the  complete  card  index  would, 
of  course,  represent  an  enormous  expansion  of  the  bare  outline  which  is 
here  presented) .  Let  any  one  undertake  the  preparation  of  such  an  index, 
and  at  once  it  will  become  manifest  to  him  that  his  knowledge  of  the 
subject  matter  of  hospital  work,  though  reasonably  satisfactory  in  certain 
respects,  is  quite  meager  and  unsatisfactory  in  others.  As  a  simple  test  of 
the  value  of  this  method,  let  the  reader  check  off  five  included  topics 
about  which  he  knows  most,  and  five  about  which  he  knows  least. 
Such  a  self-appraisal,  I  believe,  will  be  found  most  illuminating.  The 
next  logical  step  is  to  set  about  supplying  deficiencies  in  knowledge  and 
experience  by  a  further  collection  and  collation  of  available  data,  and  by 
a  direct  attack  upon  the  problems  of  administration  themselves.  With  the 
object  of  encouraging  hospital  executives  to  systematize  their  professional 
knowledge,  I  present  the  following  outline  of  a  possible  course  of  instruc¬ 
tion  for  the  training  of  hospital  executives. 


OUTLINE  OF  SYSTEM  OF  INSTRUCTION  AND  TRAINING  FOR  HOSPITAL 

EXECUTIVES 

Part  I.  History  and  Theory  ( Lecture  and  Study  Courses) 


1.  Medical  history 
Clinical 
Nursing 
Laboratory 
Medical  education 

History  of  medical  and  nurs¬ 
ing  training  and  practice 
Present  tendencies 
Future  development 
Contributions  made  or  to  be 
made  by  hospital 


2.  Sanitation  and  hygiene 

Principles 

Application  to  hospital  practice 

3.  Vital  statistics 

Mortality 

Morbidity 

Community  sickness  surveys 
Indicated  hospital  and  dis¬ 
pensary  requirements 

4.  Survey  of  hospital  resources 

Foreign  countries 
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Features  to  be  avoided 
Features  to  be  adopted  or 
adapted 
United  States 
Classification 

Public,  voluntary,  private 
Acute,  convalescent, 
chronic 

General,  special 
Number 
Distribution 
Rate  of  increase 

Analysis  of  contributory 
factors 

5.  Sociology 

Standards  of  living 
As  cause  of  disease 
In  relation  to  hospital  de¬ 
mand 

Principles  of  relief 

Function  of  hospital  in  pre¬ 
venting  or  curing  poverty 
Theories  of  social  administra¬ 
tion 

Theories  of  medical  adminis¬ 
tration 

State  agencies 
State  medicine 
Compulsory  health  insur¬ 
ance 

State  and  municipal  hos¬ 
pitals 

Voluntary  agencies 


Voluntary  hospitals 
State  aid  for  hospitals 

6.  Law 

Jurisprudence 

Special  laws  and  ordinances  af¬ 
fecting  hospitals 
Establishment 
Support 
Regulation 

Regulation  of  medical  and 
nursing  education 
Legislative  tendencies 
Legislative  procedure 

7.  Business  science 

Corporation  accounting 
Cost  accounting 
Budget  making 
Purchasing 
Labor  management 

8.  Domestic  science 

Kitchen  management 

Food  in  health  and  disease 
Laundry  management 
Housecleaning 

9.  Hospital  planning  and  construc¬ 

tion 

Principles  of  planning 
Principles  of  construction 
General  hospitals 
Special  hospitals 

10.  Building  plant  maintenance 

Organization 
Economics  and  utility 


PART  II.  Administration  ( Lecture  and  Study  Courses ) 


1 .  Community  relations 

Appraisal  of  needs  and  re¬ 
sources  (survey  methods) 
Organized  co-operation 
State,  county,  municipal 
Community  councils,  associa¬ 
tions,  “funds” 
Unorganized  co-operation 
Medical  agencies 
Preventive  medicine  agen¬ 
cies 


Social  agencies 
Individual  practitioners 
Methods  of  co-operation 
2.  Hospital  administration 
General  management 

General,  special,  large,  and 
small  hospitals 
Corporate  organization 
Trustees  and  committees 
Auxiliaries 
Legislative  authority 
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Legislative  procedure 
Executive  authority  and  pm 
cedure 

Nominations  and  appoint¬ 
ments 
Medical 
Other 

Department  management 
Medical 

Clinical  divisions 
Staff  organization 
Teaching  organization 
Clinical  conferences 
Medical  publications 
Resident  staff 
Dispensary  service 
Emergency  service 
Home  medical  service 
Auxiliary  medical  depart¬ 
ments 

Admitting  department 
Receiving  wards 
Ambulance  service 
Surgical  operating 
rooms 
Anesthetists 
Discharge  system 
Follow-up 
Convalescent  home 
Medical  social  service 
Health  classes 
Pathological  laboratories 
Routine  laboratory 
Research  laboratory 
Autopsies 
Radiology 
Cardiology 

Physiotherapy  (all  forms) 
Dentistry 
Pharmacy 
Clinical  records 
Medical  library 
.  Disinfecting  station 
Nursing 
Teaching 
Nursing  service 
Graduates 


Pupils 

Attendants  and  ward 
maids 

Affiliated  nurses 
Orderlies 
Visiting  nurses 
Nurses  home 

Business  management 

Corporation  accounting  and 
auditing 

Cost  accounting  and  rate 
making 

Office  management 

Printing 

Purchasing 

Standardization  of  supplies 
Stock  keeping 
Equipment  inventories 
Management  of  employees 
Wage  scales 
Pensions 

Welfare  activities 
Budget  making 

Social  management 
Publicity 

Annual  report 
Appeals  for  support 
Educational  publicity 
Distribution  of  free,  part- 
pay,  and  pay  beds 
Dispensary  fees 
Medical  fees 

Visitors  (family  and  friends) 
Patients’  recreation 
Day  rooms 
Library 
Hospital  aides 
Nonmedical  guests 
Complaints 

Disposition  of  rejected  cases 

Building  equipment  and  opera¬ 
tion 

Heating 

Lighting 

Ventilation 

Alterations  and  repairs 
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Housekeeping 

Dormitory  administration 

Housecleaning 

Kitchen  and  subkitchens 


Laundry 

Linen  supply 
Sewing  room 


Part  111 .  Administration  ( Apprenticeship ) 


i .  Practical  training 

In  general  hospitals 


In  special  hospitals 
In  hospital  departments 


MEDICAL  SUPERINTENDENT 


In  the  management  of  a  large  hospital,  or  of  a  group  of  hospitals, 
administrative  matters  absorb  a  great  deal  of  time.  The  pure  adminis¬ 
tration  of  a  large  general  hospital  merits,  not  the  occasional  attention, 
but  the  full  time  and  the  unreserved  energy  of  a  competent  executive. 
It  may  be  conceded  that  the  medical  men  will,  as  indeed  they  should, 
have  much  to  do  with  the  shaping  of  medical  policies.  But  in  a  hospital 
which  is  dedicated  to  teaching  and  research,  I  can  see  grave  reasons 
against  charging  men  thus  occupied  with  the  business  and  administrative 
responsibilities  which  are  irrelevant  to  their  primary  aims.  In  my  opinion, 
no  one  primarily  interested  in  clinical  practice  can  conduct  satisfactorily 
the  affairs  of  a  large  complicated  general  hospital.  The  two  things  simply 
do  not  mix.  Not  only  does  administration  require  full  time,  and  specialized 
training  and  study,  but  any  branch  of  clinical  medicine  nowadays  is 
equally  exigent  in  its  demands,  and  a  clinician  who  is  not  primarily  con¬ 
cerned  with  clinical  work  can  hardly  maintain  topmost  rank  in  his 
profession. 

A  dual  system  of  management  is  sometimes  adopted  in  which  the 
physician  supervises  medical  administration  and  the  lay  administrator  is 
in  control  of  business  methods.  But  as  a  matter  of  fact,  the  business  and 
medical  administration  of  a  hospital  are  so  closely  interwoven  that  the 
theory  never  really  works  out.  A  careful  analysis  of  institutions  so  managed 
often  reveals  an  anomalous  state  of  affairs.  The  management  of  the 
hospital  is  nominally  in  the  hands  of  the  lay  administrator;  actually,  the 
control  of  the  hospital’s  affairs,  as  a  rule,  falls  into  the  hands  of  one  or 
more  staff  medical  men  who  by  dint  of  perseverance,  technical  knowledge, 
close  relation  to  the  work,  and  moral  suasion,  acquire  dominance.  It  is  a 
sort  of  invisible  government,  against  which  the  board  is  frequently  unable 
to  protect  itself  when  the  executive  officer  of  the  institution  on  whom 
the  board  chiefly  relies  is  a  layman;  the  latter  must  perforce  yield  to 
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medical  influences  in  the  direction  of  the  affairs  of  an  institution  which 
is  primarily  medical  and  secondarily  of  a  business  nature. 

Because  of  interdepartmental  stresses  and  strains,  it  is  highly  desirable, 
I  think,  that  the  general  administrative  officer  of  the  group  be  a  man 
who  not  only  has  a  knowledge  of  the  administrative  and  technical  aspects 
of  the  whole  situation,  but  one  whose  professional  standing  will  lend  a 
certain  weight  to  his  utterances,  and  procure  for  him  a  sympathetic  and, 
if  you  please,  fraternal  reception  in  the  presentation  of  his  views  to  the 
various  members  of  the  staff.  Briefly,  then,  my  own  view  is  that  while  it 
may  not  be  absolutely  and  unqualifiedly  indispensable  that  the  adminis¬ 
trative  officer  should  hold  a  medical  degree,  other  things  being  equal,  his 
possession  of  such  a  degree  greatly  facilitates  his  work  and  adds  to  his 
usefulness  to  the  various  boards  whom  he  represents. 

Questions  of  hospital  administration  extend  far  beyond  the  domain 
of  clinical  medicine,  but  inasmuch  as  the  entire  service  of  the  hospital  is 
based  upon  clinical  needs,  it  is  essential  that  the  administration  of  the 
hospital  be  entrusted  to  someone  who  has  had  fundamental  training  in 
medicine,  and  who,  taking  the  fundamentals  of  medicine  as  his  point  of 
departure,  has  extended  his  studies  into  all  those  branches  of  knowledge 
which  have  a  bearing  upon  hospital  administration.  A  successful  hospital 
administrator  should  be  a  master  of  hospital  design  and  hospital  equip¬ 
ment,  and  should  have  sufficient  knowledge  of  preventive  medicine, 
nursing,  medical  social  service,  public  health  nursing,  engineering,  plant 
maintenance,  dietetics,  the  law  of  medicine  and  of  hospitals,  sanitary 
science,  business  procedure,  institutional  accounting,  and  domestic  econ¬ 
omy,  to  enable  him  to  co-ordinate  all  of  these  activities  in  a  sound  admin¬ 
istrative  plan.  There  are,  therefore,  more  reasons  than  the  need  of  im¬ 
partial  direction  for  separating  the  administrator  from  the  clinical  services. 

I  do  not  believe  that  the  administrator  of  a  hospital  should  be  officially 
subordinate  to  the  clinical  director  of  any  service,  nor  do  I  accept  as  a 
satisfactory  solution  of  the  problem  the  choice  of  the  ordinary  type  of 
business  man,  however  competent  in  the  business  field,  for  hospital  ad¬ 
ministration.  The  lay  hospital  administrator,  it  seems  to  me,  must  either 
keep  his  hands  off  medical  matters  entirely,  which  results  in  lack  of  unity 
and  of  impartial  control  in  the  direction  of  affairs,  or  he  must  boldly 
make  decisions  affecting  clinical  and  scientific  services  in  relation  to  which 
he  cannot  speak  with  sufficient  competence  and  understanding,  unless, 
indeed,  he  is  one  of  those  Extraordinary  men  too  rarely  encountered  in 
actual  life.  The  lay  superintendent,  generally  speaking,  is  apt  to  do  either 
too  much  or  too  little  for  his  medical  staff,  because  in  considering  staff 
proposals  he  is  not  regarded  by  staff  members  as  an  equal.  A  stalwart 
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medical  superintendent  can  protect  his  hospital  from  the  exuberance  of  the 
reckless  medical  enthusiast  more  effectively  than  can  a  nonmedical  super¬ 
intendent.  And  yet,  as  I  have  said,  some  lay  superintendents  have  been 
successful.  I  suppose  this  is  because  a  degree  does  not  make  the  man, 
when  it  comes  to  administration  on  a  large  scale,  intellect,  tact,  and 
courage  mean  more  than  a  certificate  of  attendance  at  college  courses. 

The  fact  is  that  hospital  administration  is  an  art  and  not  a  science, 
and  nobody  has  the  right  to  lay  down  arbitrary  rules  for  the  administra¬ 
tion  of  all  hospitals  regardless  of  local  tradition,  felt  need,  personal  con¬ 
siderations,  reasons  of  communal  policy,  and  the  like.  However,  the  ideal 
administrator  would  be  a  man  of  no  clinical  pretensions,  but  with  a  basic 
knowledge  of  the  essence  of  medical  practice,  and  with  sufficient  intelli¬ 
gence,  tact,  and  insight  to  handle  effectively  the  purely  administrative 
aspects  of  medical  organization  and  service. 


5 


Criteria  of  Hospital  Efficiency 

When  Professor  Caird  was  found  on  his  deathbed  reading  St.  Augus¬ 
tine’s  Confessions ,  he  said  that  whatever  philosophers  might  think  of  St. 
Augustine’s  answers  to  the  questions  he  raised,  they  would  have  to  admit 
he  knew  how  to  ask  the  right  questions.  The  question  to  be  discussed 
here  is:  What  are  the  criteria  of  efficiency  in  hospitals?  The  answer  is 
difficult,  but  it  must  at  least  be  conceded  that  the  question  is  one  that 
should  be  asked. 

There  are  several  possible  methods  of  testing  hospital  efficiency.  The 
tests  which  the  American  College  of  Surgeons  has  so  vigorously  promoted 
are  based  upon  principles  of  organization  and  administration,  and  repre¬ 
sent  a  method  of  examination  that  has  proved  useful  within  well-defined 
limits.  The  use  of  comparative  statistics  is  another  method  of  testing 
hospital  efficiency,  but,  as  we  shall  see,  it  is  not  a  method  that  can  be 
safely  entrusted  to  the  unwary.  A  third  method  of  approach  might  be 
described  as  the  satisfied  customer  test;  here  reliance  is  placed  on  the 
patient’s  own  opinion  of  the  quality  of  his  treatment.  Now,  although 
widespread  dissatisfaction  among  the  patients  of  a  hospital  is  a  certain 
indication  that  the  hospital  is  not  functioning  as  it  should,  many  things 
may  be  wrong  with  a  hospital  about  which  its  patients  know  little  and 
care  less.  A  patient  may  be  well  but  extravagantly  treated,  which  is  all 
right  for  the  patient,  but  bad  for  the  hospital.  One  patient  may  be  ad¬ 
mitted  in  preference  to  another  whose  need  is  far  more  urgent — a  situa¬ 
tion,  possibly  tragic  in  its  results,  of  which  the  favored  patient  might  know 
nothing  at  all,  and  one  in  which  he  in  any  case  would  be  a  biased  witness. 
Thus  the  judgment  of  patients  cannot  be  regarded  as  final,  and  it  becomes 
necessary  to  subject  the  work  of  the  hospital  to  more  searching,  more 
impartial,  and  more  scientific  methods  of  appraisal. 

The  statistical  method  may  be  employed  for  the  examination  of  hos¬ 
pital  work  in  a  number  of  ways.  The  tables  of  comparative  statistics  that 
appear  in  so  many  hospital  reports  ordinarily  measure  the  work  of  the 
hospital  for  the  current  year  against  that  of  previous  years.  Through  the 
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preparation  and  publication  of  such  reports  the  trustees  and  the  public 
learn  whether  the  volume  of  the  hospital’s  work  is  increasing  or  diminish¬ 
ing,  whether  maintenance  costs  are  advancing  or  receding,  whether  the 
deficit  for  the  current  year  is  greater  or  smaller  than  that  of  previous  years. 
The  shrewd  and  capable  superintendent  who  wishes  to  make  an  impres¬ 
sion  on  his  board  or  on  the  local  community  often  uses  the  statistical 
method  for  an  entirely  different  purpose,  namely,  to  compare  the  admin¬ 
istration  of  his  own  hospital  with  that  of  others.  Here  crude  statistics  may 
be  assumed  to  be  a  definite  measure  of  results,  when,  as  a  matter  of  fact, 
they  are  no  more  than  suggestive  leads. 

The  terminology  of  hospital  accounting,  both  clinical  and  adminis¬ 
trative,  will  have  to  be  molded  into  more  definite  shapes  by  uniform 
practice  and  common  understanding  before  comparative  hospital  statistics 
can  be  accepted  at  their  face  value.  I  believe  that  the  conclusions  drawn 
from  the  comparison  of  hospital  statistics  are  more  frequently  false  than 
true,  and  we  can  easily  see  why  this  is  so  if  we  pause  to  examine  certain 
terms  that  are  commonly  employed  in  an  arbitrary  manner.  One  is 
capital  investment  or  “cost  per  bed.55  To  understand  the  meaning  of  this 
term  it  is  necessary  to  consider  the  influence  of  (a)  ratio  of  private  rooms 
to  ward  beds;  ( b )  inclusion  or  exclusion  of  the  cost  of  the  outpatient 
department;  ( c )  range  of  the  hospital’s  laboratory  facilities;  ( d )  presence 
or  absence  of  dormitories  for  the  help;  (e)  extent  of  the  development  of 
a  variety  of  auxiliary  services,  the  need  of  which  may  be  much  greater 
in  one  hospital  than  in  another;  (/)  inclusion  or  exclusion  of  emergency 
bed  space  (solarium  space,  for  example)  in  the  calculation;  (g)  effect 
of  legal  standards  of  ward  space,  or  of  the  voluntary  adoption  of  standards 
above  the  legal  minimum;  ( h )  statistical  use  made  of  bassinets. 

Another  term  is  cost  per  capita  per  diem.  This  can  be  employed  intelli¬ 
gently  only  if  we  make  due  allowance  for  ( a )  differences  in  clinical  classi¬ 
fication;  ( b )  differences  in  social  classification;  (c)  effect  of  extended 
teaching  facilities  and  a  program  of  scientific  research;  (d)  quality  of 
personnel;  (e)  grade  of  food  service;  (/)  quality  and  intensity  of  nursing 
service;  ( g )  degree  of  development  of  social  service;  ( h )  adequate  de¬ 
velopment  or  relative  neglect  of  follow-up  work;  (£)  confused  accounting, 
especially  failure  properly  to  allocate  cost  items  belonging  to  inpatient 
and  outpatient  services  or  to  private  and  ward  patient  services,  respec¬ 
tively;  (j)  personal  service  for  which  no  payment  is  made. 

With  regard  to  deficit,  the  following  questions  are  pertinent:  (a)  Is 
allowance  for  depreciation  made  or  omitted?  (b)  Is  income  from  perma¬ 
nent  funds  taken  into  account  before  or  after  the  deficit  is  calculated? 
( c )  What  sources  of  income  (besides  that  from  permanent  funds)  are 
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disregarded  in  the  calculation?  ( d )  Is  it  the  policy  of  the  hospital  to  seek 
or  to  avoid  a  deficit?  (e)  Is  a  “deficit,”  after  all,  any  guide  to  a  hospital’s 
efficiency,  or  is  it  merely  a  rough  indication  of  the  hospital’s  financial 
status  and  nothing  more? 

Under  ratio  of  bed  occupancy  to  hospital  capacity  we  must  inquire 
into  the  influence  of  (a)  clinical  and  other  classifications,  as  influenced 
by  the  hospital  plant,  by  administrative  policy,  or  by  both ;  (b)  variations 
in  seasonal  demand;  (c)  unusual  conditions  of  a  temporary  character, 
such  as  a  business  depression. 

Figures  on  ratio  of  hospital  personnel  to  patients  raise  such  questions 
as  {a)  Do  staff  figures  include  both  paid  and  honorary  officers?  ( b )  How 
many  of  the  listed  workers  are  on  full  time,  on  part  time,  or  inactive? 
(c)  Are  the  working  hours  of  full-time  employees  the  same  as  those  of 
other  hospitals  in  the  locality?  ( d )  What  are  the  relative  numbers  of 
professional  and  nonprofessional  workers?  ( e )  How  many  of  those  listed 
are  engaged  in  activities  of  an  auxiliary  character,  not  associated  with  or 
not  indispensable  to  the  immediate  care  of  hospital  patients? 

As  for  percentage  of  recoveries,  it  would  be  unjust  to  draw  inferences 
from  this  figure  without  first  inquiring  how  the  hospital’s  statistics  are 
affected  by  (a)  the  special  character  of  its  clinical  material;  (b)  admis¬ 
sion  policy;  (^)  policy  or  method  of  discharging  patients. 

Lastly,  with  regard  to  duration  of  treatment  or  average  stay  of 
patients,  one  must  ask :  What  are,  respectively,  the  influences  of  ( a )  clin¬ 
ical  classification  or  the  nature  of  the  clinical  material ;  ( b )  social  service 
activities;  ( c )  educational  aims;  ( d )  co-operation  with  the  outpatient 
department;  ( e )  co-operation  with  convalescent  homes;  (/)  absorption 
of  chronic  cases  by  municipal  or  other  institutions? 

One  sees  how  difficult  it  is  to  read  hospital  statistics  intelligently.  At 
first  glance,  the  hospital  whose  cost  per  capita  per  diem  is  highest  seems 
to  be  the  most  extravagant  in  its  conduct,  when  in  fact  this  hospital  may 
be  performing  a  highly  commendable  service  at  a  relatively  low  cost. 
The  hospital  with  the  highest  death  rate  may  be  the  statistical  victim  of 
its  peculiar  virtue;  it  may  actually  be  the  most  competent,  clinically,  in 
its  community,  its  high  mortality  rate  reflecting  the  exceptionally  critical 
or  hazardous  character  of  the  clinical  material  its  exceptional  reputation 
attracts.  The  hospital  that  boasts  of  its  short  average  period  of  treatment 
may  be  found  on  investigation  to  be  leaving  much  of  its  work  undone. 
Thus  we  see  that  hospital  statistics  may  reveal  or  conceal  essential  facts, 
according  to  the  manner  of  their  use.  For  a  true  revelation  of  the  processes 
of  hospital  administration  we  require  a  more  precise  descriptive  termi¬ 
nology  than  is  as  yet  available.  In  the  development  of  better  hospital 
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accounting  systems,  local  associations  are  in  a  position  to  make  the  greatest 
contribution,  because  methods  of  hospital  operation  vary  so  greatly  in 
different  parts  of  the  country. 

Another  method  of  measuring  a  hospital’s  efficiency  that  we  have 
to  consider  is  that  of  observing  the  degree  to  which  it  conforms  to  basic 
principles  of  hospital  administration.  In  this  field  national  organizations 
can  be  most  useful,  and  the  field  has  been  most  conspicuously  cultivated 
by  the  American  College  of  Surgeons,  whose  definition  of  minimum 
standards  has  been  the  means  of  converting  many  a  hospital  to  better 
ways.  A  Japanese  writer  tells  of  a  highly  organized  nursing  service  in 
Tibet,  whose  sole  duty  it  is  to  prevent  patients  from  going  to  sleep.  In 
this  country,  many  a  hospital  has  slumbered  in  peaceful  inefficiency  until 
gently  prodded  into  a  more  wakeful  state  by  a  questionnaire.  But  however 
effective  the  program  of  the  College  of  Surgeons  may  he,  it  has  its  limita¬ 
tions,  and  a  wide  attack  must  be  made  on  the  whole  hospital  front  to 
assure  complete  efficiency. 

The  reasonable  minimum  standards  proposed  by  the  College  are  now 
thoroughly  familiar  and  need  neither  defense  nor  elucidation.  Briefly,  it  is 
required  that  the  staff  be  organized;  that  it  be  composed  of  competent 
men ;  that  rules  and  regulations  be  formulated  for  its  guidance,  providing, 
among  other  things,  for  regular  staff  meetings  and  the  critical  review  of 
the  end  results  of  treatment;  that  adequate  case  records  be  kept;  that 
diagnostic  and  therapeutic  facilities  (particularly  those  provided  by  the 
pathological  laboratory,  the  x-ray  department,  and  the  department  of 
physiotherapy)  be  adequate  and  properly  organized;  that,  for  scientific 
and  humanitarian  purposes,  autopsies  be  obtained  in  a  given  proportion 
of  fatal  cases;  and  that  the  secret  splitting  of  fees  be  abolished.  But  since 
the  hospital  has  other  professional  needs,  sound  advice  is  also  offered  on 
the  organization  of  the  outpatient  department,  the  nursing  department, 
and  the  department  of  dietetics. 

These  basic  arrangements  and  practices  are  of  fundamental  impor¬ 
tance  and  indisputably  sound.  But  satisfactory  administrative  standards 
cannot  be  achieved  without  dealing  with  additional  questions  that  arise 
in  respect  to  both  the  internal  administration  of  the  hospital  and  its  rela¬ 
tions  to  the  community.  The  range  of  hospital  activities  that  call  for 
disciplined  thought  and  action  is  wide,  and  the  following  questions  are 
here  submitted  as  worthy  of  inclusion  in  a  comprehensive  standardization 
program. 

The  Hospital  and  the  Community.  Do  the  facilities  of  the  hospital 
correspond  to  community  needs  as  revealed  by  an  authoritative  survey, 
or  does  the  hospital  fail  to  satisfy  the  requirements  of  certain  classes  of 
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patients  that  look  to  it  for  service?  (Fine  case  records  and  careful  diag¬ 
nosis  and  therapy  are  all  very  well  in  their  way,  but  afford  little  comfort 
to  the  patient  whom  the  hospital  excludes  from  its  benefits.  A  large 
measure  of  freedom  is  given  to  hospitals  under  our  laws,  and  the  right  to 
independent  action  has  been  known  to  result  in  the  needless  duplication 
of  facilities  and  the  neglect  of  important  phases  of  hospital  service. )  Does 
the  hospital  co-operate  with  other  hospitals  in  a  free  interchange  oi 
records  and  experience?  Are  penniless  patients  welcomed,  and  are  they 
assured  of  all  the  essentials  of  treatment  that  can  be  bought  by  the 
wealthy  from  the  hospital  or  from  its  staff?  Is  the  public  kept  informed 
concerning  the  hospital’s  work  and  needs? 

The  Hospital  and  the  Board.  Does  the  board,  through  appropriate 
committees,  maintain  sufficiently  close  contact  with  the  hospital’s  diverse 
activities  to  enable  it  to  act  intelligently?  Is  the  superintendent  of  the 
hospital  well  trained,  alert,  impartial,  public  spirited,  and  of  unques¬ 
tionable  integrity,  and  is  the  board  unswerving  in  its  support  of  such 
efforts  as  he  may  make  to  correct  faults  in  the  method  or  spirit  of  the 
hospital’s  work?  Do  the  trustees  seek  competent  and  impartial  professional 
testimony  concerning  the  qualifications  of  staff  nominees? 

The  Hospital  and  Its  Medical  Staff.  Is  the  clinical  organization  well 
balanced,  or  is  it  distorted  by  personal  or  departmental  interests?  Is  a 
mechanism  provided  for  the  elimination,  by  the  most  painless  method 
possible,  of  staff  members  who  become  unfit?  Do  the  hospital’s  interns, 
after  graduation,  usually  attain  such  professional  rank  as  to  imply  their 
intelligent  selection  and  thorough  training? 

The  Departments  of  the  Hospital.  Is  the  emergency  department 
equipped  and  organized  to  meet  all  emergencies  promptly?  Is  the  ad¬ 
mitting  department  safeguarded  against  undue  influence?  Is  daily  contact 
maintained  between  the  social  service  department  and  the  various  clinical 
divisions?  Are  the  interdepartmental  relations  harmonious? 

The  Hospital's  Finances.  Are  the  hospital’s  resources  sufficient  to 
enable  it  to  perform  satisfactorily  all  of  its  recognized  functions,  including 
that  of  scientific  research?  Are  the  expenditures  of  the  hospital  carefully 
budgeted?  Is  a  method  provided  for  meeting  urgent  nonbudgetary  needs? 
Are  the  hospital’s  accounts  independently  audited  by  auditors  of  recog¬ 
nized  ability?  Are  unnecessary  losses  incurred  through  careless  handling 
of  patients’  accounts?  Is  the  cost  accounting  system  such  as  to  prevent 
unwitting  use  of  charitable  donations  for  the  partial  support  of  private 
patients  or  for  the  support  of  compensation  cases  for  whose  maintenance 
the  law  provides?  Are  the  purchasing  methods  of  the  hospital  thoroughly 
businesslike? 
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The  Hospital  and  the  Nurse .  Is  the  nursing  force  adequate  in  number 
and  quality?  Is  the  teaching  of  student  nurses  properly  organized  and 
does  the  diploma  of  the  school  of  nursing  command  respect?  Is  the  health 
of  nurses  and  other  hospital  workers  safeguarded  by  the  application  of 
recognized  principles  of  preventive  medicine? 

The  Hospital  and  Its  Employees.  Are  any  of  the  employees  paid  less 
than  a  living  wage,  and  if  so,  how  does  this  affect  the  service  of  the  hos¬ 
pital?  Is  labor  turnover  excessive?  If  so,  what  is  the  remedy? 

The  Hospital  Plant.  Are  the  highest  sanitary  standards  maintained 
throughout  the  institution?  Are  heat,  light,  and  power  bought  or  pro¬ 
duced  at  the  lowest  possible  cost?  Have  fire  hazards  been  eliminated? 
Is  the  hospital  burdened  with  buildings  uneconomically  planned  and 
poorly  finished  and  equipped?  Have  plans  been  formulated  for  the  logical 
development  of  the  hospital? 

Hospital  Supplies  and  Food.  Is  there  ample  space  for  storing  supplies 
that  can  be  most  advantageously  bought  in  bulk?  Is  distribution  of  sup¬ 
plies  subject  to  such  control  as  to  reveal  irregularities  or  abnormalities  at 
once?  Is  the  stock  of  the  pharmacy  rigidly  controlled  as  to  quality  and 
quantity?  Does  the  drug  formulary  effectually  minimize  use  of  costly 
proprietary  remedies?  Is  food  bought,  stored,  prepared,  and  served  under 
competent  direction  and  at  reasonable  expense?  Are  patients,  staff,  and 
help  satisfied  with  the  food  service? 

These  questions,  at  least,  the  hospital  must  satisfactorily  answer  before 
it  can  lay  claim  to  a  reasonable  degree  of  efficiency.  But  no  hospital, 
however  well  organized,  can  afford  to  rest  on  its  laurels.  It  is  a  common 
mistake  to  regard  hospital  standardization  as  a  state  or  condition  of  being; 
it  is  rather  a  process  of  growth  and  improvement,  involving  constant 
study  and  constantly  renewed  efforts  to  eliminate  from  hospital  practice 
whatever  is  found  to  be  inconsistent  with  the  highest  ideals  of  service  for 
the  sick. 

Hospital  boards  sometimes  take  it  for  granted  that  a  satisfactory 
financial  balance  sheet  is  proof  of  good  hospital  management.  What  a 
mistake !  A  hospital  superintendent,  pointing  to  his  success  in  wiping  out 
a  hospital’s  deficit,  said  that  he  had  put  the  hospital  on  its  feet.  He  had, 
indeed;  but  the  feet  were  feet  of  clay,  for  the  boasted  triumph  had  been 
achieved  by  the  simple  expedient  of  discontinuing  free  service  to  the  poor. 
Pitiable  indeed  is  the  hospital  that  is  controlled  exclusively  by  business 
motives,  yet  we  are  bound,  as  prudent  men  and  women,  to  question  the 
efficiency  of  the  hospital  that  is  unbusinesslike  in  certain  aspects  of  its 
administration.  Head  as  well  as  heart  is  indispensable  to  effective  service, 
and  since  the  art  of  hospital  administration  is  still  in  its  infancy,  let  each 
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of  us  pray  that  he  may  never  be  tempted  to  consider  his  hospital  the  last 
word  in  hospital  achievement.  Again  and  again,  as  we  strive  toward  the 
unattainable  goal  of  a  flawless  hospital,  we  shall  be  reminded  of  the 
ancient  adage  that  “before  the  gates  of  excellence  the  high  gods  have 
placed  sweat.” 
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In  the  July,  1 123,  issue  of  The  Ancient  Hospital,  one  might  have  read 
the  interesting  announcement  that  St.  Bartholomew’s  Hospital,  London, 
was  seeking  a  “master”  who,  in  conformity  with  the  rules  of  the  hospital, 
was  required  to  be  “gentle,  good-tempered,  kind,  patient  to  the  sick  and 
ailing,  and  prepared  to  gratify  their  needs  with  affectionate  sympathy.” 
This  brief  extract  from  the  rules  of  the  hospital  makes  it  evident  that  the 
motive  that  prompted  Rahere  to  build  St.  Bartholomew’s  was  humani¬ 
tarian,  not  scientific;  the  purpose  of  the  hospital  was  “to  give  aid  to  the 
needy,  the  orphans,  the  outcasts,  and  the  poor  of  the  district,  as  well  as 
to  afford  relief  to  every  kind  of  sick  person  and  homeless  wanderer.”  Let 
us  hope  that  St.  Bartholomew’s  found  the  kind  and  gentle  master  it  sought; 
that  the  master  was  able  to  surround  himself  with  servants  as  compas¬ 
sionate  as  himself;  and  that  he  experienced  no  difficulty  in  obeying  his 
instructions  “to  withhold  from  patients  all  evil  rumors  and  in  no  wise  to 
disturb  them  when  they  are  resting.” 

One  of  the  difficulties  of  the  professional  author  who  seeks  to  produce 
a  fresh  and  palpitating  human  document  is  to  get  the  ink  out  of  it.  It 
might  be  said  that  the  problem  of  the  hospital  administrator  who  wishes 
to  humanize  his  hospital  is  to  get  the  institution  out  of  it;  and  in  all 
humility,  as  one  who  has  tried  and  never  more  than  partially  succeeded, 
I  confess  that  the  task  is  a  little  beyond  me.  But — never  say  die !  Bertrand 
Russell,  who  regards  the  ways  of  nature  as  cruel  and  abhorrent,  and  who 
is  baffled  and  disheartened  by  the  very  problem  of  existence  itself,  declares 
that  “it  is  only  on  the  firm  foundation  of  unyielding  despair  that  the 
habitation  of  the  soul  may  be  safely  built.”  Though  we  hospital  men 
acknowledge  our  despair,  let  us  resolve  never  to  yield,  and  perhaps,  not¬ 
withstanding  our  initial  failures,  we  may  yet  succeed  in  getting  rid  of  our 
“institutions”  in  order  the  better  to  preserve  our  hospitals. 

Is  it  possible  that  one  of  the  reasons  why  hospitals  are  not  consistently 
kind  is  that  human  beings  do  not  regard  each  other  as  worthy  of  genuine 
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consideration?  If  we  are  wanting  in  solicitude  for  our  patients,  adults 
and  children  alike,  we  shall  be  repaid  as  hospitals  have  been  repaid  for 
generations.  Confidence  is  the  reward  of  kindness ;  distrust,  of  the  lack  of  it. 

It  is  a  pity  that  hospitals  and  doctors  are  not  mentally  associated  with 
health  rather  than  with  disease.  A  happier  association  of  ideas  may  result 
from  the  growth  of  preventive  medicine,  and  hospitals  will  miss  their 
opportunity  if  they  fail  to  get  promptly  into  this  movement.  The  impor¬ 
tant  thing  is  to  get  the  doctor  and  the  hospital  established  in  the  popular 
mind  in  association  with  successful  efforts  for  the  preservation  of  health. 
Let  the  doctor  be  primarily  a  friend  who  once  a  year  makes  a  physical 
and  mental  appraisal  of  his  patient;  who  advises  him  how  to  keep  health 
in  his  body,  money  in  his  pocket,  and  happiness  in  his  soul. 

If  we  recognize  the  fact  that  in  the  public  mind  the  hospital  is  a 
bitter  pill  in  need  of  a  sugar  coating,  we  may  hope  eventually  to  win 
public  confidence  and  approval.  W.  E.  Henley  spoke  for  a  myriad  of 
patients  when  he  described  his  dismal  first  impression  of  an  English 
hospital : 

My  confidence  all  gone, 

The  gray-haired  soldier-porter  waves  me  on, 

And  on  I  crawl  and  still  my  spirits  fail — 

These  corridors  and  stairs  of  stone  and  iron, 

Cold,  naked,  clean — half  work-house  and  half  jail. 

The  hospital  social  worker  (“almoner”  in  England)  is  a  happy  sub¬ 
stitute  for  the  soldier-porter,  but  even  the  hospital  social  worker,  the 
patient’s  friend-designate,  is  in  danger  of  acquiring  a  certain  rigidity  of 
mind  and  habit,  to  avoid  which  the  hospital  hostess  has  recently  appeared 
— the  latest  hope  of  the  hospital  humanizer.  It  is  certainly  a  far  cry  from 
the  hospital  of  Henley’s  verse  to  the  modern  hospital  and  its  systematic 
employment  of  interior  decorators. 

Physical  and  mental  impressions  as  well  as  personal  contacts  may 
be  depressing  to  a  patient,  a  truth  which  it  is  fatal  to  forget  in  the  plan¬ 
ning,  arrangement,  or  equipment  of  a  hospital.  It  is  restful  for  a  hospital 
patient  to  be  able  to  look  out  of  a  window  when  he  gets  tired  of  staring 
at  a  blank  wall.  Pleasant  park  prospects  are,  of  course,  the  best;  but  the 
sky  with  its  constant  changes  is  a  valuable  resource,  even  where  there 
is  no  vegetation  on  the  ground,  and  any  view  which  is  different  from 
the  tiresome  wall  of  a  hospital  ward  is  psychologically  valuable.  Some 
naturally  gentle  superintendent  must  have  been  sound  asleep  when  an 
engineer,  in  a  prosperous  city  in  Ireland,  was  permitted  to  erect  a  hospital 
in  which  mechanically  ventilated  wards  were  arranged  side  by  side,  like 
50  many  crowded  packing  boxes  in  a  storehouse,  thus  depriving  patients 
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in  bed  of  any  view  of  the  wonderful  world  outside.  A  result  almost  as 
unfortunate  was  achieved  in  more  recent  times  by  a  well-intentioned 
hospital  superintendent  who,  thinking  only  of  the  convenience  and  effi¬ 
ciency  of  the  nurses  (an  excellent  idea  in  itself),  so  arranged  the  beds  of 
six  hundred  patients  that  not  one  could  see  sky  or  land.  To  be  compelled 
to  stare  for  weeks  at  a  blank  wall  is  a  severe  penalty  for  permitting  oneself 
to  lapse  from  health.  The  superintendent  of  a  Scotch  hospital  who  used 
wood  instead  of  marble  to  floor  his  dispensary  waiting  room  because 
many  patients  came  barefooted  was,  to  my  mind,  an  able,  certainly  a 
considerate,  hospital  builder. 

A  natural  incongruity  between  personal  service  and  large-scale  organi¬ 
zation  is  at  the  bottom  of  much  of  our  trouble.  How  can  effective,  up-to- 
date  medical  work  be  accomplished  without  organization  and  system, 
and  how  can  we  arrange  for  the  prompt  suspension  of  a  rule  whose  rigid 
application  threatens  to  wound  ever  so  slightly  the  feelings  of  a  patient 
or  of  his  friends?  The  ambition  of  youthful  superintendents,  eager  to 
demonstrate  their  executive  ability,  tends  easily  in  the  direction  of  the 
drafting  of  rules;  but  humane  administration  calls  for  the  breaking  as 
well  as  the  making  of  rules. 

However,  the  breaking  of  rules  should  be  prompted  by  motives  of 
service,  not  of  servility.  In  some  cases,  it  has  seemed  to  me  that  a  superin¬ 
tendent  was  trying  to  build  up  a  successful  hospital  on  a  foundation  of 
favoritism  rather  than  of  fair  play.  If  there  be  any  favoritism  in  a  hospital, 
let  it  be  shown  to  the  friendless  patient — else  this  ceases  to  be  God’s  own 
hospital  country. 

Systematic  organization  tends  toward  automatism  and  the  machine¬ 
like  methods  of  bureaucracy;  yet  a  large  hospital  cannot  wholly  dispense 
with  system.  It  is  easy  to  deal  pleasantly  and  intimately  with  a  single 
person,  but  hard  to  be  courteous  toward  an  impatient  mob.  The  hospital 
information  clerk  who  is  calm  and  collected  in  the  morning,  beginning 
by  hearing  questions  patiently  and  answering  them  quietly,  will  often 
be  found  speaking  in  a  shrill,  irritating  staccato  after  experiencing  the 
strain  of  a  multitude  of  demands.  “Of  course  it  is  necessary  to  control 
the  crowd,”  said  a  hospital  visitor  on  ward  visiting  day,  as  he  stepped 
out  of  the  waiting  line,  “but  I’m  different  and  need  no  restraint — pray 
let  me  pass!”  Instantly,  the  crowd  broke  ranks. 

A  single  patient  may  be  consulted  about  his  preference  in  the  matter 
of  food,  but  how  can  the  personal  preferences  of  several  hundred  be 
respected  without  multiplying  cooks  and  kitchens,  with  consequences 
disastrous  to  the  hospital  treasury?  However,  the  hospitals  are  not  standing 
still;  ten  years  ago,  a  hospital  of  500  beds  employed  a  single  dietitian 
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who,  assisted  by  one  pupil  nurse,  supplied  all  of  the  special  diets  the  ward 
patients  received ;  ten  dietitians  are  employed  in  the  preparation  of  special 
diets  in  that  hospital  today,  and  their  increase  denotes  humanitarian  as 
well  as  scientific  progess. 

Many  difficulties  vanish  when  individual  physicians  and  nurses  are 
kind  and  considerate.  A  distinguished  visiting  physician  made  the  bril¬ 
liant  suggestion  that  on  ward  rounds  a  physician  should  sit  down  for  at 
least  a  minute  beside  the  bed  of  each  patient.  What  assurance  has  a  ward 
patient  that  he  has  really  been  noticed  by  the  physician  who  marches  by, 
head  in  air?  How  successful  would  a  physician  be  who  in  private  practice 
breezed  into  a  sickroom,  put  a  perfunctory  question  or  two  while  stand¬ 
ing,  and  then  walked  out  again?  How  much  confidence  would  the  patients 
of  that  physician  have  in  him? 

Various  expedients  have  been  suggested  to  counteract  the  dehumaniz¬ 
ing  influence  of  mass  treatment  in  large  hospitals.  It  has  been  wisely 
suggested  that  hospitals  should  not  be  permitted  to  grow  too  large;  but 
will  it  help  the  sick  if  hospitals  are  kept  so  small  that  adequate  technical 
treatment  becomes  economically  impossible,  and  the  development  of  the 
highest  technical  skill  improbable?  One  well-equipped,  well-managed 
general  hospital,  not  too  large,  is  better  for  a  community  of  100,000 
people  than  three  or  four  pitiful  makeshifts. 

Abandon  large  wards,  give  every  patient  a  separate  room,  is  a  sug¬ 
gestion  that  comes  trippingly  from  the  tongue  of  those  who  do  not  under¬ 
stand  that  to  put  a  patient  in  a  single  room  and  leave  him  to  his  own 
devices  may  be  alien  to  true  kindness.  “I  like  our  new  single-room  wards,” 
said  a  hospital  nurse,  “that  is  to  say,  I  would  like  them  if  only  I  had 
some  means  of  knowing  what  is  happening  to  my  patients!”  Privacy 
with  adequate  attention  is  one  thing,  separation  with  neglect  is  another. 
Besides,  the  sick  are  often  terrified  by  loneliness;  it  is  as  true  as  ever  it 
was  that  misery  loves  company. 

Among  many  wonderful  doctors  and  nurses  are  some  who  have  the 
defects  of  their  professional  qualities.  Concentration  on  technical  prob¬ 
lems  is  not  only  not  a  criminal  offense,  it  is  indispensable  to  scientific 
progress.  Fearing  that  too  much  attention  might  be  paid  to  scientific 
problems,  a  kind-hearted  person  caused  to  be  written  over  the  threshold 
of  a  German  hospital  the  motto,  “Forget  the  disease  and  remember  the 
patient.”  This  is  an  excellent  motto  for  the  hospital,  a  dangerous  one  for 
the  doctor,  to  live  by.  It  is  the  business  of  a  doctor  to  keep  his  mind  on 
disease,  to  observe  symptoms  closely — he  cannot  otherwise  successfully 
fight  his  patient’s  battle.  Nevertheless,  it  is  as  true  today  as  it  was  in 
1636,  when  St.  Vincent  de  Paul  thought  it  necessary  to  organize  his  lay 
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visitors  to  the  hospital  wards  of  Paris,  that  certain  needs  of  hospital 
patients  fail  to  receive  the  attention  of  the  professional  staff ;  hence — the 
hospital  social  worker. 

But  troubles  which  are  found  in  a  hospital  are  not  neatly  separated, 
each  in  its  own  corner.  They  do  not  heed  academic  distinctions  or  the 
artificial  division  of  labor.  There  is  such  an  intermingling  of  the  afflictions 
of  the  mind,  body,  and  estate,  that  although  the  spheres  of  the  doctor, 
the  social  worker,  and  the  educator  are  distinct,  workers  in  these  three 
fields  are  bound  to  be  brought  together  in  their  common  care  of  people 
in  trouble.  The  interplay  of  the  three  professions  is  producing  changes 
in  the  methods  of  all  of  them. 

In  the  lexicon  of  humanitarianism,  there  is  no  such  term  as  “unde¬ 
sirable  patient.”  The  hospital  which  studiously  informed  the  public  that 
no  patient  was  ever  turned  away,  but  which  slyly  concealed  the  fact  that 
every  year  a  thousand  “undesirables”  were  dumped  on  a  near-by  munici¬ 
pal  hospital  within  a  few  hours  after  admission,  may  have  deceived  its 
public;  it  did  not,  in  the  quaint  Oriental  phrase,  “acquire  merit.”  Father 
Damien  regarded  no  case  of  leprosy  as  undesirable;  nor  should  we.  A 
patient  may  be  appropriate  or  inappropriate  to  a  given  hospital  service; 
in  either  case  the  hospital  has  an  obligation — in  the  first  case  to  care  for 
the  patient,  in  the  second  to  obtain  care  for  him;  and  in  every  case  the 
true  nature  of  the  service  rendered  should  be  candidly  told. 

Modern  hospitals  have  improved  in  personal  attention  and  service. 
Thus  the  danger  of  surgical  shock  has  been  lessened  by  controlling  the 
conditions  under  which  anesthetics  are  administered.  The  surgeon’s  view¬ 
point  and  that  of  the  patient  cannot  be  the  same,  but  the  closer  the  under¬ 
standing  between  surgeon  and  patient,  the  better : 

His  mind  at  ease,  the  surgeon  plies  the  knife; 

I  think  of  home,  my  children,  and  my  wife. 

The  semistarvation  of  the  dispensary  patient,  forced  to  stand  or  sit 
in  line  for  hours  before  being  examined  and  treated,  is  a  serious  fault 
which  may  be  ameliorated  by  providing  a  dispensary  lunch  counter.  The 
heavily  laden  garbage  pail  in  the  average  ward  kitchen  tells  a  partial 
story  of  meals  not  properly  planned,  but  still  more,  of  patients  too  weak 
or  dejected  to  help  themselves  to  the  food  that  is  put  before  them. 

The  body  of  the  acutely  sick  patient  may  be  starved  in  consequence 
of  inattention;  so  may  the  mind  of  the  convalescent.  The  latter  is  less 
likely  to  occur  in  hospitals  with  libraries  kept  in  circulation  by  social 
workers  or  volunteers.  No  librarian  has  a  more  delicate  task  than  the 
hospital  librarian  who  undertakes  to  provide  the  sick  with  suitable  litera- 
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ture.  One  wants  to  be  cheered,  one  wants  to  be  transported;  for  a  lot  of 
pain  there  is  nothing  like  a  detective  story.  Here  is  an  art  that  requires  fur¬ 
ther  development  under  the  expert  guidance  of  competent  psychologists. 

One  is  often  tempted  to  suggest  the  abrogation  of  all  rules  that 
restrict  visits  to  the  sick.  The  presence  of  visitors  in  a  ward  may  interfere 
with  proper  examination  or  treatment,  but  the  visitor  who  for  this  reason 
is  denied  access  to  the  ward  is  entitled  to  an  apologetic  explanation. 
When  the  enforcement  of  any  rule  leads  to  many  protests,  it  is  well  not 
to  abandon  it  precipitately,  but  to  reconsider  it  impartially. 

The  strict  exclusion  of  parents  from  the  children’s  ward  of  a  certain 
hospital  has  sometimes  been  denounced  as  cruel  and  unusual  punish¬ 
ment.  The  rule  was  adopted,  of  course,  in  the  belief  that  the  introduction 
of  contagious  disease  might  thus  to  some  extent  be  controlled.  As  a  matter 
of  experiment,  the  hospital  once  suspended  this  rule;  but  the  rule  was 
restored  when  it  was  found  that  after  each  visiting  hour  the  average 
temperature  of  the  children  was  up  about  one  degree;  besides  which,  the 
children  were  inconsolable  for  hours. 

The  convalescent  patient,  whether  big  or  little,  needs  occupation. 
The  yearnings  of  convalescent  children  for  occupation  and  companion¬ 
ship  may  be  supplied  in  part  by  a  kindly  kindergartner.  Games  for  small 
children  take  the  place  of  a  circulating  library  for  grown  folks.  The  latter 
do  not  much  fancy  being  left  to  their  own  thoughts.  People  dread  being 
left  alone  with  their  thoughts  because  they  cannot  face  them.  It  is  par¬ 
ticularly  hard  for  one  who  is  sick  to  be  compelled  to  stare  at  dark  doubts 
he  would  rather  ignore. 

The  modern  hospital  is  conscious  of  its  obligations  and  eager  to  finish 
its  job.  It  is  a  healthy  sign  that  physicians  and  surgeons  everywhere  are 
demanding  the  establishment  of  follow-up  systems.  Hospitals  which  invite 
discharged  patients  to  comment  on  their  hospital  experience  learn  much 
that  is  of  advantage  and  that  might  not  otherwise  be  known.  The  patient 
who  has  been  discharged  from  the  hospital  derives  a  good  deal  of  satis¬ 
faction  and  eventually,  in  many  instances,  actual  physical  benefit,  from 
the  cordial  personal  letter  which  informs  him  of  the  hospital’s  continued 
interest  in  his  welfare. 

We  have,  I  fear,  all  heard  patients  beg  for  water  when  no  nurse  was 
by  to  give  it  to  them.  And  there  are  other  forms  of  attention  which 
patients  in  bed  urgently  require  and  which  they  cannot  always  get  as 
promptly  as  might  be  desired.  The  intern  who  puts  his  request  for  the 
personal  assistance  of  a  nurse  above  the  exigent  claim  of  a  suffering 
patient  lacks  an  essential  humaneness;  and  one  is  strongly  tempted  to 
speak  in  similar  terms  of  the  alleged  nurse  who,  forgetting  the  noble 
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traditions  of  the  profession  with  which  she  claims  fellowship,  seems  by 
her  manner  (although  she  does  not  often  put  it  into  words)  to  say  to 
her  helpless  and  troublesome  patient,  “you  have  made  your  bed;  now 
lie  in  it!” 

The  hospital  patient  is  subject  to  many  small  deprivations  at  a  time 
when  to  be  deprived  of  health  would  seem  to  be  hardship  enough.  It  was 
native  sympathy  which  allowed  the  sick  worker  in  English  hospitals  his 
accustomed  daily  beer.  How  some  patients  would  love  to  have  the 
privilege  of  wearing  their  own  clothes  in  the  ward!  Perhaps  they  would 
be  less  insistent  if  the  practical  and  sanitary  aspects  of  the  case  were 
clearly  and  patiently  explained  to  them. 

The  visits  of  spiritual  advisers  afford  genuine  solace  to  hospital 
patients  who  are  not  yet  in  extremis,  yet  patients  who  are  not  dangerously 
sick  may  hesitate,  unless  specifically  encouraged,  to  ask  for  such  visits. 
Needless  to  say,  no  effort  should  be  spared  to  get  word  to  the  family  of  a 
patient  when  it  is  seen  that  the  fight  for  his  life  is  hopeless.  It  is  not  enough 
to  notify  the  relatives  of  such  a  patient  that  they  may  visit  the  hospital  at 
will  and  remain  as  long  as  they  like;  their  comfort  must  be  looked  after 
while  they  are  there.  I  know  of  one  hospital  that  has  made  many  friends 
for  itself  by  declining  to  accept  fees  for  furnishing  food  or  shelter  to  the 
visitors  of  dangerously  sick  patients. 

While  it  is  the  right  of  a  patient  in  a  “closed”  hospital  to  see  his 
family  physician  as  often  as  he  may  desire,  a  right  which  is  equally  his 
but  upon  which  he  is  not  likely  to  be  so  insistent,  is  the  precious  right  of 
protection  from  all  quacks  and  quackery.  Happily,  a  court  decision  has 
established  clearly  the  right  of  a  public  hospital  to  exclude  from  practice 
in  its  wards  persons  deficient  in  medical  training  and  skill;  but  for  this, 
hospitals  might  have  been  forced  to  become  accessories  to  malpractice. 

The  principle  is  well  established  in  law  that  no  hospital  patient  may 
be  permitted  to  suffer  from  neglect;  I  have  never  been  able  to  square 
this  reasonable  rule  of  law  with  the  acknowledgment  by  hospitals  that 
they  are  short  of  nurses,  for  a  shortage  of  nurses  is  prima  facie  evidence 
of  the  neglect  of  patients,  which  is  inadmissible  on  any  plea.  The  number 
of  special  nurses  that  a  hospital  employs  to  help  individual  patients 
through  critical  illnesses  is  a  fair  measure  of  its  sensitiveness  to  the  appeals 
of  humanity.  How  many  hospitals,  one  wonders,  have  a  satisfactory 
record  of  such  employment? 

The  sick  have  a  right  to  be  protected  from  nuisances  which  tend  to 
arise  in  hospitals.  Patients  occasionally  become  delirious,  and  may  alarm 
their  neighbors.  For  such  patients,  as  well  as  for  those  whose  sands  are 
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running  low,  and  whose  last  hours  should  be  consoled  by  the  presence  of 
those  near  and  dear  to  them,  separation  rooms  should  always  be  at  hand. 
By  the  use  of  screens,  the  temporary  privacy  which  is  the  right  of  every 
human  being  in  a  civilized  society  may  be  provided  even  for  patients  in 
large  wards.  It  is  cruel  to  ask  a  convalescent  patient  to  partake  of  food 
in  a  ward  containing  persons  who  are  seriously  sick;  hence  every  ward 
should  have  its  day  room  or  dining  room.  Examining  and  treatment  rooms 
are  also  needed,  to  which  those  who  require  prolonged,  painful,  or  de¬ 
pressing  examination  or  treatment  may  be  taken. 

In  locating,  designing,  and  constructing  a  hospital,  the  production 
and  dissemination  of  all  manner  of  noises  should  be  considered  and  com¬ 
bated.  Signal  and  telephone  systems  should  be  so  installed  as  to  cause  the 
minimum  disturbance  to  patients;  and  elevators,  kitchens,  and  sink  rooms 
should  be  placed  at  a  distance  from  sickrooms  and  wards. 

There  should  be  a  note  of  cheer  not  only  about  the  reception  rooms 
of  the  hospital,  but  about  the  wards,  and  indeed  about  all  parts  of  the 
hospital.  Artists  sometimes  lean  strongly  toward  clinical  topics  in  selecting 
subjects  for  hospital  murals.  Patients  in  waiting  rooms  see  spread  before 
them  operating-room  scenes,  scenes  of  animal  experimentation,  pictures 
of  chemical  laboratories,  designs  exhibiting  the  cruelties  and  superstitions 
of  medical  practice  among  savage  races,  and  many  other  subjects  of  the 
same  general  character.  I  would  recommend  for  the  decoration  of  hos¬ 
pitals  artistic  themes  of  a  pleasant  and  distracting  character,  and  would 
avoid  reminding  patients  or  their  anxious  friends  of  their  troubles.  Color 
may  be  used  in  many  ways  to  enliven  hospital  interiors,  while  for  chil¬ 
dren’s  wards  and  day  rooms,  stories  told  in  pictures  can  do  much  to  relieve 
the  drabness  of  a  hospital  wall. 

Gratitude  awaits  the  genius  who  will  show  hospitals  how  to  keep  the 
question  of  money  in  the  background.  It  has  been  the  sad  experience  of 
hospitals  which  do  not,  figuratively  speaking,  hold  a  pistol  at  the  heads 
of  patients  on  admission,  that  a  part  of  their  legitimate  income  is  for¬ 
feited.  From  a  humane  standpoint,  I  like  the  financial  traditions  of  the 
British  voluntary  system.  For  generations  the  British  voluntary  hospitals 
prided  themselves  upon  the  fact  that  no  money  was  demanded  or  accepted 
from  any  patient,  but  even  they  are  shifting  their  ground.  First,  they 
need  the  money;  second,  they  now  recognize  the  fact  that  the  prosperous 
as  well  as  the  poor  are  entitled  to  hospital  care.  The  liberal  practice  of 
American  hospitals,  providing  for  payment  on  a  sliding  scale  according 
to  means,  is,  it  seems  to  me,  entirely  consistent  with  sound  social  policy 
and  with  kindly  consideration  for  all  individuals  and  classes. 
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Most  patients  who  are  able  to  pay  their  way  are  glad  to  do  so,  but 
no  one  likes  to  be  forced  to  pay.  A  polite  request  for  payment  is  better 
than  an  uncompromising  demand.  “Politeness  is  a  dangerous  thing  for 
the  ordinary  man  to  fool  with,”  said  a  writer.  “If  you  aren’t  careful  how 
you  use  it,  somebody  is  certainly  going  to  think  you  are  trying  to  get 
money  out  of  him.”  In  dealing  with  private  patients,  hospitals  must 
unfortunately  run  this  risk. 

By  definition,  the  professional  man  is  supposed  to  use  his  skill  for  the 
benefit  of  others  and  not  for  personal  ends,  and  one  can  picture  physi¬ 
cians,  under  a  happier  social  system,  practicing  their  profession  without 
a  thought  of  pecuniary  reward.  Obviously,  the  physician  who  works 
solely  for  pay  degrades  his  profession.  It  is  a  pity  that  the  physician  must 
think  about  money  matters  at  all,  for,  like  the  artist,  he  is  at  his  best 
when  he  is  single-minded.  It  was  an  acute  critic  who  said :  “It  may  be 
dangerous  to  the  single-mindedness  of  artists  to  associate  earning  capacity 
with  the  passion  for  self-expression.  Would  it  not  be  dangerous  to  chil¬ 
dren’s  play  to  pay  for  it,  or  to  pay  lovers  for  courting?” 

In  hospitals,  the  question  of  spending  money,  like  that  of  collecting 
it,  has  humane  aspects.  Blood  transfusions  come  high,  but  often  it  is  a 
case  of  transfusion  or  a  speedy  end  to  life ;  the  imperative  needs  of  patients 
should  be  met  regardless  of  expense.  Furthermore,  those  who  work  in 
hospitals  and  who  have  no  other  means  of  livelihood  should  receive  proper 
payment  for  their  services. 

In  a  letter  addressed  to  a  “modernist”  bishop  of  the  third  century, 
Origen,  the  outstanding  Biblical  scholar  of  his  time,  quotes  the  law : 
“Thou  shalt  not  remove  the  ancient  landmarks  which  those  before  thee 
have  set.”  Yet  we  today  know  that  the  possibility  of  progress  hinges  on 
the  removal  of  landmarks,  and  that  the  landmarks  that  chiefly  obstruct 
human  advance  are  erroneous  ideas,  firmly  rooted  in  common  thought. 
It  is  my  belief  that  many  of  the  minor  abuses  that  exist  in  public  hospitals 
are  due  to  our  inheritance  of  the  “charity  hospital”  tradition.  In  the  eyes 
of  hospital  workers,  the  patient  is  no  longer  a  worthless  derelict,  but  a 
brother  in  distress,  and  there  is  a  world  of  encouragement  in  the  steadily 
rising  standards  of  hospital  service.  But  most  encouraging  of  all  are  certain 
little  things  that  show  consideration  for  the  feeling  of  patients.  The  hos¬ 
pital  that  thoughtfully  changes  the  name  of  its  tuberculosis  clinic  to 
“department  for  diseases  of  the  chest,”  in  order  to  avoid  stigmatizing 
patients  as  “tuberculous”  and  to  strengthen  the  confidence  of  patients  in 
itself  and  in  themselves,  has  removed  an  old  landmark,  has  parted  com¬ 
pany  for  all  time  with  the  condescending  spirit  of  the  charity  hospital, 
offspring  of  the  impersonal  and  cold-blooded  almshouse  of  old.  It  has 
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become  a  humane  institution,  which  eventually  will  find  the  way  to  the 
glorious  accomplishment  of  its  noble  aims.  And  its  glory  will  not  be  to 
itself  alone,  for  in  the  words  of  George  Herbert : 

A  grain  of  glorie  mixt  with  humblenesse 
Cures  both  a  fever  and  lethargicknesse. 
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The  modern  hospital  acknowledges  a  twofold  duty  toward  its  patients. 
The  essential  treatment  of  the  sick,  a  primary  hospital  function,  requires 
shelter,  medical  service,  and  nursing  service.  If  the  hospital  is  built  to 
withstand  the  weather,  if  diagnosis  is  sound  and  treatment  adequate,  if 
nursing  is  skillful,  the  principal  tasks  of  the  hospital,  which  are  related 
to  the  patient’s  bodily  needs,  may  be  regarded  as  satisfactorily  accom¬ 
plished,  for  thus  life  is  saved  and  bodily  functions  are  preserved  or 
renewed. 

But  the  ideas  of  modern  hospital  administration  go  further.  In  the 
details  of  hospital  planning  and  in  a  multitude  of  administrative  arrange¬ 
ments  one  finds  evidence  that  hospitals  are  as  much  concerned  with  the 
patient’s  mental  comfort  as  with  his  physical  needs.  The  best  hospitals 
today  assume  a  duty  toward  their  patients  that  is  more  inclusive  and 
more  humane  than  a  strict  interpretation  of  the  term  “medical  service” 
requires,  for  the  patient’s  mental  states — anxiety,  fear,  boredom,  worry, 
depression,  shame,  loneliness,  irritation — are  objects  of  the  hospital’s 
solicitude,  apart  from  physical  conditions  and  the  pain  and  discomfort  to 
which  they  give  rise.  Just  what  this  solicitude  implies  may  be  seen  by 
following  an  imaginary  patient  to  the  hospital,  observing  the  manner  in 
which  he  is  received  and  noting  his  mental  reactions  to  a  new  and  trying 
environment. 

The  sick  person  who  is  forced  to  seek  hospital  aid  is  not  ordinarily 
in  a  happy  frame  of  mind.  He  knows  that  an  effort  will  be  made  by  the 
hospital  to  relieve  his  suffering  and  to  restore  his  health.  But  he  is  about 
to  entrust  himself  to  strangers  and  he  looks  eagerly,  although  not  too 
hopefully  at  first,  for  signs  of  personal  sympathy.  In  advance  of  any 
contact  between  the  patient  and  the  medical  staff,  the  hospital  begins  to 
consider  the  state  of  the  patient’s  mind.  It  tries  to  make  a  pleasant  first 
impression  in  order  to  win  the  patient’s  confidence  and  allay  his  anxiety. 
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The  character  of  the  room  in  which  he  is  received  registers  either  favor¬ 
ably  or  unfavorably  in  the  mind  of  a  sensitive  and  observant  patient;  the 
receiving  clerk’s  tone  may  frighten  or  soothe  him,  or  leave  him  in  a  state 
of  uncertainty  about  the  warmth  of  his  welcome  and  the  sincerity  of  the 
hospital’s  concern  for  his  welfare.  At  the  moment  of  the  patient’s  arrival, 
the  hospital  administration  is  thus  faced  with  duties  arising  out  of  the 
patient’s  mental  reaction. 

In  the  carefully  planned  and  humanely  conducted  hospital  the  initial 
administrative  procedure,  that  is,  the  recording  of  the  patient’s  social 
history,  is  performed  quietly  in  a  private  room  or  cubicle,  and  in  a 
friendly,  not  an  inquisitorial,  manner.  If  the  patient’s  physical  or  mental 
condition  makes  it  advisable  to  dispense  at  the  moment  with  the  for¬ 
mality  of  taking  his  social  history,  the  observant  hospital  official  will 
perceive  this  and  will  act  accordingly. 

An  informed  hospital  administration  realizes  that  the  personnel  of 
the  admitting  station  must  be  numerous  enough  to  ensure  prompt  atten¬ 
tion  to  each  patient  as  he  arrives.  Nothing  can  be  more  distressing  to  a 
patient,  wretched  in  body  and  in  mind,  than  to  be  told  that  he  must 
await  his  turn.  One  way  in  which  hospitals  seek  to  avoid  creating  a  bad 
impression  is  to  assign  to  the  admitting  ward  a  hostess  or  social  worker 
who,  having  no  medical  or  nursing  duties  to  perform,  is  free  to  devote 
herself  entirely  to  the  personal  needs  of  new  arrivals  and  see  that  they 
receive  courteous  attention. 

It  often  happens  that  a  newly  admitted  patient  is  thinking  not  so 
much  of  his  own  physical  condition  as  of  his  deserted  home,  his  neglected 
dependents.  Obviously,  a  busy  surgeon  or  nurse  has  no  time  to  enter  into 
such  matters,  but  the  hospital  administration,  through  its  social  service 
workers,  seeks  to  uncover  needs  of  this  sort  and  to  deal  with  them  sym¬ 
pathetically. 

I  might  continue  in  this  fashion  to  the  end  of  the  imaginary  patient’s 
hospital  stay,  noting  experiences  that  are  typical  and  dwelling  particularly 
on  those  that  cause  unsatisfactory  mental  reactions.  But  the  story  would 
be  so  long  that  I  propose  instead  to  present  a  list  of  mental  states  that 
are  the  natural  and  common  results  of  hospital  experience  and  environ¬ 
ment,  assign  to  each  its  predisposing  cause  or  causes,  and  thus  expose  to 
view  conditions  with  which  it  is  the  duty  of  hospital  administration  to 
deal  logically  and  systematically. 

The  principal  psychological  states  with  which  the  hospital  adminis¬ 
trator  is  concerned  are  ( / )  fear,  anxiety,  distrust ;  ( 2 )  worry ;  ( 3 )  bore¬ 
dom  and  loneliness;  (4)  depression;  (5)  shame;  (6)  disgust;  and 
(7)  irritation.  There  are  predisposing  factors  that  contribute  to  the 
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creation  of  each  of  these  undesirable  states  of  mind,  and  from  cause  to 
cure,  or  better  still,  to  prevention,  is  a  logical  step. 

The  predisposing  causes  of  fear,  anxiety,  and  distrust  are  (a)  strange 
and  harsh  surroundings;  (b)  the  indifference  of  those  surrounding  the 
patient;  (c)  neglect;  (d)  inability  to  summon  aid;  and  (e)  alarming 
sights  and  sounds.  The  measures  to  counteract  these  reactions,  so  harm¬ 
ful  to  the  patient,  are  pleasantly  furnished  rooms;  a  friendly  attitude 
and  persistent  and  tactful  encouragement  by  nurses,  social  workers,  and 
volunteer  aids;  regular  and  frequent  medical  rounds;  an  adequate  num¬ 
ber  of  resident  physicians,  nurses,  and  orderlies;  prompt  response  to 
emergency  calls;  a  call  mechanism  within  easy  reach  and  clear  evidence 
that  the  signal  system  is  functioning;  nurses’  stations  in  sight  of  ward 
patients;  removal  of  moribund  and  excited  patients  to  separate  rooms; 
provision  of  emergency  treatment  rooms ;  sound-deadening  devices ;  avoid¬ 
ing  discussion  of  bad  prognoses,  dangerous  operations,  or  painful  thera¬ 
peutic  procedures  in  the  presence  of  patients;  keeping  history  and  diag¬ 
nosis  charts  inaccessible  to  patients ;  protecting  preoperative  patients  from 
the  sight  of  operating  rooms  in  use  or  of  postoperative  patients  coming 
out  of  anesthesia,  and  from  a  display  of  terrifying  instruments  and 
apparatus. 

The  major  causes  of  worry  in  hospital  patients  are  unsettled,  unsatis¬ 
factory,  or  unknown  home  or  social  conditions  with  which  the  patient  is 
powerless  to  deal.  Opportunities  for  contact  with  relatives  and  friends  by 
visiting  hours  so  arranged  as  not  to  preclude  desirable  visits,  organized 
social  service,  and  volunteer  aids  who  serve  in  the  guise  of  friendly  visitors, 
will  do  much  to  counteract  the  patient’s  worry. 

Boredom  and  loneliness  arise  from  monotony  of  surroundings, 
from  lack  of  occupation,  mental  and  physical,  from  lack  of  accustomed 
pleasures  and  company,  and  from  separation  from  family  and  friends. 
Much  can  be  done  to  combat  this  state.  Tasteful  interior  decoration,  and 
the  use  of  flowers  and  plants;  a  view  of  sky  and  landscape  from  the 
patient’s  bed;  change  of  bed  location  from  ward  to  roof,  solarium,  or 
balcony;  day  rooms  for  convalescents,  and  removal  to  country  branch 
hospitals  or  convalescent  homes  are  all  helpful  measures.  Visits  of  volun¬ 
teer  aids,  a  circulating  library,  daily  newspapers,  occupational  therapy, 
the  radio,  will  provide  mental  and  physical  occupation,  while  games, 
motion  pictures,  permission  to  smoke  in  specified  places,  and  avoidance 
of  strict  isolation  of  patients  who  are  sociable  will  overcome  the  dearth 
of  accustomed  pleasures  and  company.  Suitable  visiting  hours,  facilities 
for  letter  writing  and  provision  of  writing  materials  and  stamps,  the 
personal  service  of  aides,  prompt  distribution  of  patient’s  mail,  and  an 
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accessible  telephone  will  keep  the  patient  from  feeling  too  keenly  the 
separation  from  family  and  friends. 

The  depression  of  many  patients  arises  from  an  uncertain  outlook 
for  the  future,  the  length  of  the  illness,  and  sometimes  from  lack  of 
religious  consolation.  Occupational  therapy  and  the  aid  of  the  social 
service  department  in  enlisting  the  co-operation  of  employment  agencies 
and  in  obtaining  “compensation”  allowances  to  which  patients  are  legally 
entitled  will  do  much  to  make  the  future  look  brighter.  For  a  patient  who 
has  been  ill  for  a  long  time,  occupation,  change  of  surroundings,  friendly 
encouragement,  the  relaxation  of  restrictive  hospital  rules  regarding  visit¬ 
ing,  permission  to  leave  the  hospital  from  time  to  time,  ambulatory 
treatment  instead  of  hospital  treatment,  the  advice  of  special  consultants 
to  hasten  recovery,  and  intensive  feeding  and  nursing  are  ail  helpful; 
while  the  visits  of  spiritual  advisers  will  provide  the  religious  consolation 
which  the  patient  may  have  missed. 

Lack  of  privacy,  physical  exposure,  and  disclosure  of  poverty,  of 
physical  defects,  or  of  “shameful”  diseases,  all  contribute  to  the  feelings 
of  shame  aroused  in  hospital  patients.  Separation  rooms,  cubicles,  and 
curtains  in  wards,  separate  examining  and  treatment  rooms,  due  respect 
for  the  patient’s  privacy  by  nurses,  interns,  medical  staff,  and  medical 
students,  and  a  sympathetic  and  discreet  attitude  of  attendants  should 
overcome  these  feelings  in  the  patient. 

Strong  feelings  of  disgust  can  be  aroused  in  the  patient  by  exposure 
to  evil  sights  and  smells  and  by  careless  preparation  and  serving  of  food, 
as  well  as  by  the  monotony  of  the  menu.  A  careful  use  of  screens  and 
other  means  of  protection,  adequate  ventilation,  refined  nursing  technic, 
control  of  clinical  procedures,  proper  dietary  service,  dining  rooms  for 
convalescents,  and  frequent  changes  of  menu  will  help  to  avoid  any  feel¬ 
ing  of  disgust. 

Patients  are  often  strongly  irritated  by  annoying  sounds  from  within 
and  without  the  hospital,  by  disagreeable  neighbors,  by  delayed  service, 
and  by  real  or  imagined  favoritism  for  some  other  patient.  A  properly 
chosen  site  for  the  hospital,  careful  planning  for  sound  control,  isolation 
of  children’s  and  infants’  wards,  provision  of  separation  rooms  for 
delirious  patients  and  of  labor  and  delivery  rooms,  will  obviate  the  irrita¬ 
tion  arising  from  noise :  a  congenial  grouping  of  patients,  separation 
rooms  for  troublesome  individuals,  proper  regimentation  of  food  and 
other  services,  and  avoidance  of  all  signs  of  partiality  in  the  treatment 
of  patients,  will  eliminate  other  causes  of  irritation. 

The  order  of  the  foregoing  presentation  seems  to  suggest  that  the 
hospital  administrator  should  keep  a  watchful  eye  on  his  patients,  note 
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the  appearance  of  characteristic  disagreeable  mental  states,  and  then 
proceed  to  apply  proper  treatment.  Such  a  procedure  would  resemble  the 
symptomatic  treatment  of  disease  by  the  clinician.  In  reality,  the  method 
of  sound  hospital  administration  bears  a  closer  resemblance  to  the  prac¬ 
tice  of  preventive  medicine.  The  competent  hospital  planner  plans  a 
hospital  building  so  carefully  that  many  causes  of  irritation  are  fore¬ 
stalled,  and  the  experienced  hospital  administrator  keeps  his  institution 
in  such  perfect  order  that  his  guests  are  seldom  annoyed  by  faulty  admin¬ 
istrative  methods.  Wise  hospital  administration,  in  other  words,  does  not 
seek  to  soothe  a  patient  who,  by  an  improper  environment,  has  been 
thrown  into  a  wretched,  unhappy,  and  perhaps  resentful  state  of  mind — - 
a  condition  tending  to  lessen  the  efficacy  of  normal  therapeutic  measures — * 
but  sets  about  winning  the  patient’s  confidence  at  the  first  contact  with 
him,  contributing  to  his  comfort,  and  supplying  interests  to  which  his 
mind  reacts  in  so  favorable  a  manner  that  he  becomes  the  willing, 
optimistic,  and  helpful  ally  of  doctor  and  nurse,  instead  of  their  peevish 
antagonist  or  unwilling  victim. 

I  know  of  no  better  method  of  acquiring  an  effective  technic  for  the 
positive  psychological  treatment  of  hospital  patients  by  administrative 
methods  than  to  obtain  from  the  discharged  patients  of  any  hospital 
over  a  period  of  years  a  frank  statement  of  the  things  that  have  either 
pleased  or  annoyed  them  during  their  hospital  sojourn.  To  be  sure,  such 
testimony  cannot  always  be  taken  at  its  face  value;  it  must  be  inter¬ 
preted  in  the  light  of  an  intimate  knowledge  of  hospital  circumstances 
and  of  hospital  personnel,  of  relevant  social  and  economic  conditions, 
and  of  the  principles  of  human  psychology. 

An  important  word  remains  to  be  spoken  about  the  mental  prepara¬ 
tion  of  patients  in  advance  of  their  actual  admission  to  the  hospital. 
The  confidence  of  the  patient  must,  of  course,  be  won  and  held  chiefly 
by  means  of  actual  hospital  procedures — by  suitable  regulation  of  internal 
hospital  conditions  which  inevitably  afTect  the  patient’s  mental  attitude. 
But  if  the  patient  can  be  made  to  approach  the  hospital  with  a  pre- 
established  belief  in  its  efficiency  and  good  will,  the  tasks  that  follow  are 
greatly  facilitated. 

Why  is  it  that  when  there  are  two  hospitals  in  the  same  neighbor¬ 
hood,  one  usually  occupies  a  higher  place  in  public  esteem  than  the 
other?  Why  is  it  that  the  sick  often  avoid  some  hospitals  as  if  they  were 
pestilential?  It  is  the  discharged  patient  who,  to  a  great  extent,  makes 
the  reputation  of  a  hospital.  A  story  of  hospital  neglect  or  of  harsh  treat¬ 
ment,  told  by  one  who  claims  to  have  been  a  victim  of  such  neglect  or  ill 
treatment,  is  likely  to  be  remembered  for  many  years,  and  in  the  same 
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way  a  more  favorable  report  makes  a  lasting  impression  of  a  more 
favorable  kind. 

But  the  influence  of  the  discharged  patient  has  natural  limitations; 
as  not  only  the  friends  of  former  patients  but  members  of  the  community 
are  possible  future  hospital  patients,  the  worthy  hospital  cannot  afford 
to  rely  upon  the  good  will  of  satisfied  patients  as  an  exclusive  means  of 
creating  confidence  in  its  organization  and  its  work.  The  hospital  must 
resort  to  systematic  publicity  in  order  to  create  a  widespread  prepossession 
in  its  favor.  I  would  therefore  say  to  the  hospital,  first,  “strive  to  be 
efficient;  resolve  to  be  humane,”  and  second,  “communicate  to  the 
public,  in  a  dignified  and  ethical  manner,  the  story  of  your  ideals,  your 
resources,  your  methods,  your  results.” 

The  reader  of  today  is  the  patient  of  tomorrow,  and  if  the  mind  of 
the  public  is  properly  “set,”  patients  will  approach  the  hospital  suffused 
with  confidence,  and  will  not  readily  become  the  prey  of  exaggerated 
fears,  of  unwarranted  distrust,  or  of  baseless  mental  anguish. 
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Hospital  Dollar 


The  hospital  is  a  social  institution  whose  true  origins  are  deeply  em¬ 
bedded  in  the  human  character.  It  is  the  response  of  prudence  and 
sympathy  to  man’s  hatred  of  suffering  and  his  fear  of  death.  In  a  less 
philosophical  and  more  practical  sense,  the  hospital  rests  upon  a  founda¬ 
tion  of  dollars,  for  although  the  service  that  the  hospital  gives  to  its 
patients  can  never  be  truly  measured  in  terms  of  money,  the  volume  and 
the  quality  of  its  work  are  dependent  upon  its  resources. 

The  hospital  administrator  is  aware  of  differences  in  dollars  that 
are  not  visible  to  the  eye  of  the  financier.  From  his  point  of  view  there 
are  plant  dollars  and  maintenance  dollars,  restricted  dollars  and  unre¬ 
stricted  dollars,  dollars  earned  and  dollars  donated,  dollars  of  unlimited 
flexibility  and  dollars  crippled  by  budgetry  allocation.  There  are  sur¬ 
plus  dollars  and  deficit  dollars,  dollars  of  normal  purchasing  power  and 
inflated  dollars,  doctors’  dollars  and  nurses’  dollars,  the  dollar  paid  by 
the  patient,  the  dollar  contributed  by  industry  or  by  its  insurers,  and  the 
dollar  of  the  taxpayer. 

Variations  in  the  applied  value  of  sums  of  money  that  equal  each 
other  in  the  treasurer’s  report  are  so  great  that  the  hospital  superin¬ 
tendent  who  wishes  to  succeed  must  master  the  history,  classification,  and 
use  of  hospital  dollars  of  every  variety.  The  discussion  of  hospital  statistics, 
especially  of  estimate  of  cost,  is  always  a  hazardous  venture  when  one 
is  not  in  close  touch  with  local  conditions.  Of  course,  comparisons  of  cost, 
whatever  the  type  of  hospitals,  are  invalid.  Great  care  must  be  taken  not 
to  regard  as  equal  municipal  hospitals  doing  charitable  work  exclusively 
and  private  hospitals  caring  for  all  social  classes.  A  distinction  must  also 
be  made  between  hospitals  caring  for  acute  cases  wholly  or  in  the  main, 
and  those  which  accommodate  a  substantial  proportion  of  chronic  cases. 

Where  depreciation  is  not  included  in  the  treasurer’s  report,  it  should 
be  clearly  understood  by  everybody  that  this  item  is  omitted  from  the 
calculation,  so  that  the  public  may  not  be  deceived.  Any  attempt  to 
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adopt  a  uniform  method  of  applying  depreciation  charges  would  en¬ 
counter  difficulties;  some  old  hospitals,  after  thorough  renovation,  prob¬ 
ably  have  more  capital  value,  or  value  in  use,  than  before  the  renovations 
were  undertaken. 

I  have  always  been  disposed  when  dealing  with  hospital  statistics  to 
stress  uniformity  rather  than  any  particular  method  of  calculation.  Lack 
of  uniformity  results  in  a  condition  that  distresses  everybody,  namely,  a 
condition  under  which  it  becomes  almost  impossible  for  anybody  to  say 
with  complete  assurance  what  the  cost  of  operating  a  particular  hospital  is. 

Hospitals  often,  but  not  always,  have  reason  to  be  grateful  for  dona¬ 
tions  destined  for  building  purposes.  Dollars  that  enable  a  hospital  to 
replace  a  dangerous  or  inadequate  building  by  a  modern  fireproof  struc¬ 
ture,  suitable  for  its  needs  and  equipped  with  laborsaving  devices,  and  to 
shift  from  the  old  building  to  the  new  without  financial  embarrassment, 
are  par  dollars,  whose  possessors  are  fortunate  indeed.  Less  happily 
situated  is  the  hospital  that  has  thrust  upon  it  a  gift  of  money  for  a 
specified  building  which  is  out  of  all  proportion  to  the  hospital’s  available 
resources  for  maintenance.  I  recall  a  monumental  research  laboratory 
that  was  presented  by  a  well-intentioned  donor  to  a  hospital  of  moderate 
size,  slender  means,  and  no  particular  scientific  pretensions.  For  many 
years  a  small  corner  of  the  laboratory  building  was  occupied  by  a  rather 
depressed  and  forlorn  director  who  lacked  the  technical  assistants  and 
supplies  to  carry  out  any  one  of  the  many  ambitious  research  projects  he 
was  capable  of  formulating.  This  hospital,  with  its  awkward  laboratory 
appendage,  always  reminded  me  of  a  small  dog  with  a  big  tin  can 
uncomfortably  fastened  to  its  tail.  The  building  dollar  is  not  meant  to 
live  alone;  its  single  state  is  not  a  state  of  blessedness,  and  only  when 
joined  to  its  natural  mate,  the  maintenance  dollar,  has  it  a  chance  of 
attaining  a  complete  and  satisfied  existence. 

The  hospital  dollar  to  which  the  donor  attaches  a  stout  hampering 
string  may  be  an  asset,  but  it  may  also  be  a  liability.  When  the  restricted 
dollar  is  dedicated  to  a  genuine  need,  clearly  perceived,  accurately 
measured,  and  permanent  in  character,  it  may  be  a  great  blessing.  But 
one  often  wonders  whether  it  is  safe  to  assume  either  the  permanence 
or  the  unchanged  relative  value  of  any  hospital  activity,  however  evident 
at  the  moment.  If  such  an  assumption  is  unsafe,  the  benefactors  of 
hospitals  should  be  warned  of  the  hazardous  character  of  restricted  dona¬ 
tions.  The  trustees  of  1970  are  far  more  likely  to  gauge  accurately  the 
hospital  needs  of  their  own  day  than  the  philanthropist  who  creates  a 
hospital  fund  today.  A  generous  impulse  or  a  generous  gift  is  in  itself 
insufficient  to  ensure  the  best  results  where  hospitals  are  concerned.  If  to 
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the  meat  of  generosity  there  is  not  added  the  salt  of  faith  in  the  honesty 
and  judgment  of  future  boards  and  executives,  the  hospital  will  scarcely 
be  able  to  sit  down  to  its  meal  of  dollars  with  a  hearty  appetite. 

The  earned  dollar  is  indeed  entitled  to  be  treated  with  respect.  If  its 
importance  is  sometimes  underestimated  by  the  hospital  that  entertains 
private  patients  at  rates  below  cost  or  that  does  not  take  the  trouble  to 
verify  the  need  of  a  patient  applying  for  free  treatment,  its  merit  is  some¬ 
times  sadly  overestimated  by  other  hospitals  that  insist  upon  a  balanced 
budget  regardless  of  the  demands  of  scientific  diagnosis,  adequate  nursing 
care,  or  the  financial  distress  and  physical  suffering  of  the  poor. 

To  place  the  earned  dollar  upon  the  footing  finance  assigns  to  it  in  a 
business  enterprise  is  to  cut  the  heart  out  of  hospital  work  and  to  trans¬ 
form  it  from  an  expression  of  the  kindlier  impulses  of  civilized  man  into 
a  cold-blooded  business  affair.  No  hospital  should  strive  to  create  a  deficit, 
but  what  hospital  can  avoid  working  toward  an  honorable  deficit  with¬ 
out  refusing  to  aid  the  needy?  Hospital  deficits  are  disgraceful  only  when 
they  can  be  traced  to  bad  management,  and  surpluses  are  creditable  only 
when  the  hospital  is  fortunate  enough  to  find  money  remaining  in  its 
pocket  after  it  has  accomplished  its  lifesaving  task  with  that  combination 
of  business  sense  and  uncalculating  generosity  which  it  is  its  privilege  and 
duty  to  exercise. 

Who  has  not  been  fascinated  by  diagrams  in  which  the  annual 
expeditures  of  a  hospital  are  represented  in  their  totality  by  a  circular 
dollar  which  is  cut  up  into  unequal  wedge-shaped  portions  like  so  many 
pieces  of  pumpkin  pie?  The  hospital  that  systematically  analyzes  its  needs 
and  tries  to  apportion  its  available  cash  justly  has  taken  a  long  step  toward 
sound  business  administration,  yet  the  budgetary  subdivision  of  the 
hospital  dollar  is  not  without  its  darker  side.  A  new  remedy  may  make 
its  appearance  without  warning  in  the  middle  of  a  fiscal  year,  when  it  can¬ 
not  be  paid  for  out  of  the  budgetary  allotment  of  the  drug  department. 
A  prosperous  industrial  city  needing  little  free  ward  service  may  experi¬ 
ence  a  sudden  business  depression  resulting  in  an  unprecedented  and 
entirely  unexpected  demand  for  free  hospital  days.  All  sorts  of  squalls  may 
be  encountered  in  the  year,  and  the  hospital  administrator  who  is  obliged 
to  steer  his  ship  through  perilous  waters  may  be  excused  if  he  some¬ 
times  rebels  against  a  budgetary  system  that  does  not  give  him  the  oppor¬ 
tunity  to  adjust  his  course  to  changing  winds  and  weather. 

The  medical  needs  of  a  hospital,  its  nursing  needs,  and  the  needs  of 
its  social  service  department  can  never  be  prophesied  with  the  mathe¬ 
matical  accuracy  that  the  budgetary  system  assumes  to  be  a  normal 
attribute  of  the  ordinary  administrative  mind.  Hospital  department 
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heads  who  get  into  difficulties  that  are  not  of  their  own  making  often 
feel  that  the  budget  system  is  bad  for  individual  departments,  however 
reassuring  it  may  be  to  the  treasurer.  When  special  board  committees, 
composed  of  humane  individuals,  are  in  close  contact  with  individual 
hospital  departments,  one  often  finds  them  draining  their  private  purses 
to  meet  legitimate  and  pressing  needs  for  which  an  economical  budget 
committee  of  the  hospital  failed  to  provide. 

Hospitals  should  not  be  expected  to  avoid  the  effects  of  economic 
laws  that  affect  other  consumers.  A  decline  in  the  purchasing  power  of 
the  dollar  brings  trouble  to  the  hospital  as  it  does  to  everyone  whose 
income  cannot  be  promptly  adjusted  to  the  new  conditions.  The  citizen 
who,  as  householder,  knows  only  too  well  the  meaning  of  an  inflated 
dollar  may,  as  patient,  protest  against  the  rising  price  of  hospital  service. 
Economists  have  suggested  the  creation  of  a  standard  commodity  dollar  of 
stable  purchasing  power  as  a  cure  for  the  embarrassing  fluctuations  of  the 
deceptive  dollar  with  which  all  of  us  are  obliged,  under  the  present 
monetary  system,  to  contend.  If  it  were  possible  to  create  a  dollar  of 
uniform  and  unchanging  goods  value,  one  of  the  great  difficulties  of 
hospital  financing  would  disappear. 

The  patient’s  dollar  is  one  that  looks  much  larger  to  the  payer  than 
to  the  payee.  The  average  hospital  patient  has  little  conception  of  the 
cost  of  modern  hospital  service,  of  the  wide  range  of  activities  that  it 
includes,  or  of  the  materials  that  it  necessarily  consumes.  There  is  no 
excuse  except  ignorance  or  thoughtlessness  for  the  common  comparison 
of  the  cost  of  complex  hospital  service  with  that  of  the  far  simpler  service 
of  a  hotel.  How  many  patients  realize  that  their  dollars  fall  far  short  of 
maintaining  the  service  whose  benefits  they  enjoy?  Hospitals  are,  in  fact, 
often  required  to  supplement  the  dollar  of  the  semiprivate  patient  (some¬ 
times  even  of  the  private  patient,  and  for  this  there  is  little  excuse)  by 
indirect  donations  that  are  neither  declared  nor  acknowledged.  On  the 
other  hand,  hospitals  that  ambitiously  aim  to  supplement  ordinary  medi¬ 
cal  care  by  careful  clinical  research  sometimes  use  part  of  the  patient’s 
dollar  in  ways  of  which  the  patient  is  unaware  and  of  which  he  might  not 
approve.  This  happens,  for  example,  when  the  discharge  of  a  paying 
patient  is  delayed  for  no  other  reason  than  to  complete  scientific  observa¬ 
tions  that  confer  no  immediate  benefit  upon  the  observed  patient,  what¬ 
ever  their  value  may  be  to  the  many  patients  of  the  future. 

Since  more  than  half  of  the  800,000  hospital  patients  in  the  country 
are  cared  for  in  hospitals  supported  by  federal,  state,  and  local  govern¬ 
ments,  it  is  evident  that  the  taxpayer’s  dollar  plays  a  leading  role  in  the 
American  system  of  hospital  finance.  These  figures,  however,  do  not  tell 
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the  whole  story  of  the  taxpayer’s  dollar  in  its  relation  to  hospitals.  Large 
public  contributions  are  modestly  concealed  behind  a  system  of  tax 
exemption  from  which  thousands  of  hospitals  benefit.  In  another  and 
more  visible  manner,  the  dollar  of  the  taxpayer  is  found  functioning 
among  private  hospitals  that  undertake  to  care  for  indigent  patients. 

The  story  of  the  hospital  dollar  would  hardly  be  complete  without 
some  reference  to  the  doctor’s  and  the  nurse’s  dollar.  The  “dollar  a  year” 
man  was  a  hospital  physician  or  a  hospital  trustee  long  before  he  made 
his  first  patriotic  appearance  in  government  circles.  In  most  hospitals 
nurses  as  well  as  doctors  give  a  great  deal  more  than  they  receive.  In  a 
few  hospitals  student  nurses  pay  fees  for  their  tuition.  In  others,  tuition 
and  maintenance  are  regarded  as  a  quid  pro  quo  for  the  long  hours  ot 
bedside  work  which  each  student  nurse  gives  to  the  hospital  in  the  course 
of  the  year. 

We  are  often  told  that  American  civilization  is  a  dollar  civilization. 
If  it  is,  hospital  records  show  that  a  considerable  share  of  the  nation’s 
dollars  is  devoted  to  uses  of  which  any  civilization  worthy  of  the  name 
might  be  proud.  Yet  the  needs  of  hospitals  are  never  fully  met,  and  it  is 
to  be  hoped  that  a  better  understanding  of  the  uses  that  hospitals  make 
of  their  money  will  encourage  more  generous  and  more  intelligent  giving. 


Private  Patients  and  Hospital  Budgets 


It  is  the  duty  of  hospitals  which  undertake  the  care  of  both  the  poor 
and  the  well-to-do  so  to  adjust  their  charges  that  money  donated  for  the 
benefit  of  the  needy  will  not  be  applied  for  the  benefit  of  the  prosperous. 
Such  a  misapplication  of  funds  can  only  be  prevented  by  a  clear  con¬ 
ception  of  sound  hospital  policy  and  by  efficient  accounting  methods.  It 
is  because  one  or  the  other  of  these  is  lacking  that  many  hospitals  today 
are  carrying  private  patients  for  less  than  real  cost,  properly  calculated, 
and  thus  are  serving,  however  unconsciously,  as  instruments  of  social 
injustice. 

What  are  the  elements  of  sound  financial  policy  with  regard  to  private 
patients?  Hospitals  control  facilities  for  diagnosis  and  treatment  which 
do  not  exist  elsewhere.  It  would  be  inhumane  to  deny  the  use  of  these 
facilities  to  any  social  group  or  class.  That  all  classes  have  a  right  to 
share  in  their  use  no  one  will  deny,  but  not  all  are  entitled  to  share  on  the 
same  terms.  Without  discussing  underlying  principles  of  justice  or  social 
administration,  we  may  lay  down  the  principle,  generally  accepted  in  this 
country,  that  the  charges  for  hospital  service  should  be  such  as  to  deprive 
no  one  of  necessary  service.  It  is  in  accordance  with  this  principle  that 
municipalities  appropriate  money  for  the  support  of  hospitals,  and  it  is 
this  belief  that  induces  philanthropic  individuals  voluntarily  to  contribute 
generous  sums  toward  the  erection  and  maintenance  of  hospitals.  Funds 
so  given  may  properly  be  used  for  rich  and  poor  alike;  they  may  with 
justice  be  used  and  consumed  by  the  poor,  but  if  used  by  the  rich,  must 
be  used  without  depleting  the  funds.  In  other  words,  the  well-to-do 
patient  must  pay  his  way,  while  the  poorer  patient  may  be  permitted  to 
pay  in  proportion  to  his  ability  (which  is  equivalent  to  saying  that  the 
poorest  patients  need  not  pay  at  all). 

Now,  if  the  well-to-do  patient  is  to  pay  his  way,  there  are  three  dis¬ 
tinct  items  of  payment  which  must  be  covered.  The  first  is  payment  for 
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medical  service ;  inasmuch  as  this  does  not  ordinarily  enter  into  the  finan¬ 
cial  calculations  of  a  hospital,  nothing  more  will  be  said  about  it  here; 
the  hospital  should  permit  reasonable  fees  to  be  charged  and  may  leave 
their  collection  to  the  physicians.  The  second  is  the  cost  of  maintenance, 
that  is,  the  patient’s  prorated  share  of  the  current  expense  of  conducting 
the  hospital.  The  third,  an  item  which  it  is  the  purpose  of  this  article  to 
bring  forward  and  to  emphasize,  is  the  private  patient’s  prorated  share 
of  interest  on  the  capital  investment  of  the  hospital.  This  item  is  frequently 
omitted  in  calculating  the  cost  of  caring  for  private  patients. 

It  may  be  argued  that  inasmuch  as  the  hospital  does  not  actually  pay 
interest  on  capital,  no  interest  charge  should  be  exacted  from  any  patient. 
The  hospital  may  not  actually  pay  interest,  but  if  it  does  not  collect 
interest  from  its  private  patients,  it  deprives  the  poor  of  benefits  to  which 
they  are  entitled.  Donations  to  the  hospital,  whether  for  construction  or 
maintenance,  are  intended  to  benefit  the  poor.  The  volume  of  free  work 
that  is  practicable  depends  on  plant  and  on  income.  If  a  contribution  is 
invested  in  a  ward  building  or  in  any  of  the  essential  accessories  to  ward 
service,  the  benefaction  operates  as  intended.  If  sums  donated  for  hospital 
support  are  invested  in  income-bearing  securities  and  the  income  thus 
obtained  is  devoted  to  the  support  of  free  work,  again  the  benefaction 
operates  as  intended.  But  if  a  donation  is  used  to  provide  rooms  for 
well-to-do  patients,  the  poor  are  deprived  of  all  benefit  from  the  transac¬ 
tion,  unless  the  hospital  collects  from  its  private  patients  something  over 
and  above  the  mere  cost  of  current  maintenance,  or  in  other  words,  unless 
it  collects  interest  on  that  part  of  the  hospital’s  capital  which  is  applied 
to  private  patients’  use.  Any  interest  thus  collected  must,  of  course,  be 
utilized  for  the  support  of  the  charitable  work  of  the  hospital. 

If  that  part  of  the  hospital  building  which  private  patients  occupy 
equals,  let  us  say,  one-sixth  of  the  cubic  contents  of  the  whole  hospital 
plant,  it  is  clear  that  at  least  one-sixth  of  a  sum  representing  interest  at 
the  current  rate  on  the  value  of  the  whole  hospital  plant  should  be 
charged  against  the  whole  number  of  private  patients.  But  this  is  not  all. 
The  private  patients’  share  in  the  use  of  other  parts  of  the  hospital  must 
be  included  in  the  calculation. 

As  an  illustration,  let  us  consider  the  laundry.  Will  it  be  sufficient,  in 
the  case  we  are  imagining,  to  charge  against  private  patients  one-sixth  of 
the  capital  invested  in  the  laundry  building?  Let  us  see.  If  each  private 
patient  requires  three  times  the  quantity  of  linen  used  by  a  ward  patient 
(not  an  unusual  ratio),  then  the  private  and  ward  patients’  shares  of 
laundry  expense  (and  this  applies  to  current  expense  as  well  as  to  capital 
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expense)  should  be  reckoned  as  follows:  5  laundry  units  for  ward  patients 
(five-sixths  of  the  whole  number  of  patients)  and  3  laundry  units  for 
private  patients  (one-sixth  of  the  whole  number  of  patients;  but  one 
private  patient  equals  three  ward  patients),  or  a  total  of  8  laundry  units. 
Now  let  us  take  the  argument  as  far  as  we  have  gone  and  use  concrete 
figures.  Of  8  units  of  laundry  expense,  3  units  in  our  calculation  are 
chargeable  against  private  patients.  Assuming  that  the  capital  sum 
invested  in  the  hospital  laundry  is  $40,000,  there  is  chargeable  against 
private  patients  for  laundry  service  alone  an  interest  item  of,  say,  3  per  cent 
on  $15,000  (three-eighths  of  $40,000)  or  $450. 

In  estimating  private  patients’  share  of  current  expenses,  one  of  the 
items  is  the  important  one  of  general  house  and  property  expense.  Private 
patients  do  not  literally  occupy  any  part  of  the  laundry,  but  a  certain  part 
of  the  laundry  is  used  for  their  benefit;  for  the  purpose  of  distributing 
current  house  and  property  expense,  this  proportion  of  the  laundry  must 
be  assumed  to  be  occupied  by  private  patients,  and  therefore  the  cost  of 
its  maintenance  must  be  charged  against  them.  And  what  is  true  of  the 
laundry  is  true  of  other  central  departments — engine  room,  kitchen,  store¬ 
rooms,  nurses  home,  servants  dormitory,  laboratory,  superintendent’s 
office,  housekeeper’s  apartment,  clinical  record  room.  All  of  this  is  recog¬ 
nized  by  hospital  accountants  in  dealing  with  private  patients’  share  of 
current  expenses,  but  there,  as  a  rule,  the  application  of  the  principle 
ends.  It  is  highly  important,  however,  that  the  same  principle  of  distribu¬ 
tion  be  applied  in  determining  the  interest  on  capital  invested  in  plant 
which  is  properly  chargeable  against  private  patients. 

In  order  to  show  clearly  the  grave  importance  of  the  item  of  interest, 
let  us  imagine  that  we  are  about  to  erect  a  modern  building  designed 
exclusively  for  occupancy  by  private  patients,  and  supplied,  as  such 
buildings  usually  are,  with  kitchen,  operating  rooms,  baths  and  labora¬ 
tories  for  general  use,  reception  and  sitting  rooms  for  patients,  guests, 
and  nurses,  roof  garden,  balconies,  elevators,  utility  rooms,  ventilated 
corridors,  fire  escapes,  and  a  reasonable  number  of  individual  private 
baths  and  toilets.  Such  a  building  will  include  not  less  than  8,000  cubic 
feet  of  construction  per  patient.  An  additional  allowance  of  7,000  cubic 
feet,  as  each  private  patient’s  share  of  power  plant,  laundry,  kitchen, 
laboratory,  administration  building,  nurses  home,  storerooms,  dormitories, 
etc.,  would  probably  not  be  excessive.  We  have  then,  a  requirement  of 
15,000  cubic  feet  of  construction  for  each  private  patient.  It  is  evident 
that  unless  interest  on  the  capital  outlay  for  this  construction  is  paid  by 
each  private  patient,  in  addition  to  the  full  cost  of  maintenance,  the 
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private  patient  profits  at  the  expense  of  the  poor.  In  the  case  of  old 
hospital  buildings,  the  proper  interest  charge  would  be  less,  but  the  prin¬ 
ciple  remains  the  same.  How  many  hospitals  in  the  United  States  toda> 
are  figuring  their  charges  to  private  patients  on  a  basis  which  is  financially 
and  socially  sound? 


10 


Trampling  on  the  Rules 


The  number  of  laws  that  were  written  on  the  tablets  at  Sinai  is  well 
known.  Nobody  will  ever  know  the  number  of  laws  of  lowlier  origin 
that  have  been  formulated  for  the  government  of  hospitals,  and  perhaps 
there  would  be  fewer  such  laws  if  the  Ten  Commandments  were  more 
generally  observed.  Every  hospital,  or  nearly  every  hospital,  has  a  multi¬ 
tude  of  written  rules,  while  in  mature  hospitals  of  quality  there  also  exist 
many  unrecorded  traditions  upon  the  willing  observance  of  which  the 
reputation  of  the  hospital  chiefly  depends. 

Hospital  standardization,  so-called,  is  really  an  attempt  to  lay  down 
basic  rules  for  the  guidance  of  all  hospitals.  For  purposes  of  diagnosis  or 
classification,  definitions  or  standards  are  excellent.  For  effective  admin¬ 
istration,  a  vigorous,  well-informed,  sagacious  governing  body,  aided  by  a 
capable  executive  officer,  is  indispensable.  But  successful  hospital  admin¬ 
istration  probably  depends  less  upon  the  structure  of  rules  than  upon  the 
manner  of  their  interpretation.  The  role  of  the  hospital  superintendent 
in  the  interpretation  of  hospital  rules  bears  a  certain  resemblance  to  that 
of  the  Supreme  Court  of  the  United  States  when  it  undertakes  to  interpret 
the  Constitution  in  the  light  of  the  intentions  of  its  framers.  Current 
thought  concerning  public  needs  and  social  policy  are  important  factors  in 
determining  the  result  in  both  cases. 

I  shall  begin  the  discussion  of  hospital  rules  and  their  enforcement 
or  nonenforcement  with  the  statement  of  a  concrete  problem.  A  hospital 
superintendent  recently  inquired  whether  she  would  be  justified  in  request¬ 
ing  her  trustees  to  expel  a  junior  surgeon  who,  in  the  face  of  repeated 
reminders,  persisted  in  his  failure  to  record  the  details  of  his  operations 
and  his  after-care  of  private  patients,  as  required  by  the  rules  of  the 
hospital.  My  first  impulse  was  to  declare  that  such  a  man  was  unworthy 
of  his  opportunities  and  should  be  dealt  with  severely,  but  it  occurred  to 
me  afterward  that  it  would  be  unfair  to  enter  judgment  without  a  more 
intimate  knowledge  of  both  the  man  and  the  hospital.  Rebellion  does  not 
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always  spring  from  unworthy  motives  and  its  effects  are  not  necessarily 
destructive. 

Where  can  one  find  a  hospital  whose  every  rule  is  observed  to  the 
letter?  To  the  perplexed  and  harassed  hospital  superintendent,  trampling 
on  hospital  rules  must  often  seem  to  be  one  of  the  favorite  pastimes  of 
the  medical  profession,  but  this  is  an  unjustifiably  pessimistic  view. 
Thoughtful  and  aggressive  action  on  the  part  of  great  national  bodies  of 
physicians  and  surgeons  has  contributed  much  to  the  good  order  and 
efficiency  of  hospitals,  and  the  noncooperating  staff  member  in  any 
hospital  is  conspicuous  precisely  because  his  attitude  of  indifference  or 
hostility  is  the  exception  and  not  the  rule.  A  hospital  superintendent  needs 
to  be  patient.  If  he  means  to  be  fair,  he  will  be  ready  to  concede  that  the 
failure  of  a  member  of  the  staff  to  observe  a  particular  hospital  rule, 
however  damaging  to  the  dignity  of  the  hospital,  is  only  one  phase  of  the 
offender’s  institutional  conduct,  and  that  while  any  such  failure  must  be 
placed  on  the  debit  side  of  the  account  there  are  many  cases  in  which  the 
credits  are  so  numerous  that  the  hospital  may  well  hesitate  to  resort  to 
harsh  measures.  The  superintendent  who  is  more  interested  in  the  defense 
of  his  official  dignity  than  in  the  essential  needs  of  his  patients  will  soon 
put  himself  and  his  hospital  in  the  wrong. 

The  offender  cited  above  is  described  as  a  junior  member  of  the 
staff.  I  wonder  whether  his  junior  rank  was  intentionally  stressed,  for 
the  age  and  rank  of  one  who  breaks  rules  are  not  unimportant.  A  young 
man  who  is  aggressively  and  obstinately  rebellious  does  not  merit  the  con¬ 
sideration  that  is  due  one  who  over  a  long  period  has  demonstrated  his 
usefulness  to  the  hospital,  the  public,  and  the  profession.  On  the  other 
hand,  the  influence  that  older  members  of  the  staff  exert  upon  their 
juniors  must  not  be  forgotten.  The  individual  whose  conduct  is  here  in 
question  is  described  as  one  who  received  his  surgical  training  in  the 
hospital  whose  good  order  he  is  now  upsetting.  Presumably,  in  the  course 
of  that  training  he  was  influenced  by  the  attitude  of  his  seniors,  and  it 
would  be  interesting  to  know  whether  he  is  attempting  to  pattern  his 
conduct  upon  that  of  some  older  man  whose  fault  the  hospital  was  willing 
to  condone  in  consideration  of  a  lifetime  of  praiseworthy  service.  Cer¬ 
tainly  no  mistake  will  be  made  if  the  superintendent  and  her  board  appeal 
to  this  junior  staff  member,  with  all  the  eloquence  and  force  at  their 
command,  to  conform  to  a  rule  which  is  not  merely  the  arbitrary  edict 
of  a  governing  board  but  which  derives  its  sanction  from  the  nature  and 
needs  of  scientific  medical  practice. 

Nowadays,  the  rule  that  prescribes  the  keeping  of  adequate  clinical 
records  should  be  one  of  the  least  troublesome  rules  that  hospitals  try  to 
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enforce.  The  significance  of  the  rule  has  been  widely  advertised.  It  has 
powerful  professional  support,  its  reasonableness  is  not  questioned,  and 
yet  even  this  rule,  as  the  reported  case  shows,  may  now  and  then  be  con¬ 
tested  or  ignored.  The  offender  referred  to  will  probably  be  brought  into 
line  by  the  application  of  suitable  pressure,  but  sometimes  cases  of  this 
kind  are  far  more  difficult  to  handle.  Imagine  the  dilemma  of  a  hospital 
whose  nonconformist  happens  to  be  a  skilled  surgeon  of  mature  years, 
one  whose  reputation  as  a  safe  and  brilliant  operator  and  whose  command 
of  a  large  private  practice  combine  to  make  the  hospital  look  upon  him 
as  an  important  asset.  Would  the  hospital  be  justified  in  dismissing  such 
a  man  from  its  staff  because  of  his  failure  to  keep  his  histories  up  to 
date? 

When  the  hospital’s  star  performer  is  involved,  the  enforcement  of 
an  inconvenient  hospital  rule  always  becomes  difficult.  Not  long  ago,  a 
hospital  superintendent  who  takes  pride  in  the  perfection  of  his  private 
room  food  service  invited  me  to  see  his  central  tray  system  in  operation. 
In  this  hospital  the  members  of  the  visiting  staff  are  forbidden  by  rule 
to  examine  or  treat  patients  during  meal  hours.  Inspection  of  the  system 
began  in  the  kitchen,  where  every  detail  of  food  preparation  and  tray 
loading  was  carried  out  with  precision.  From  the  kitchen  we  proceeded 
to  the  patients’  floors;  on  one  floor  we  noticed  that  the  distribution  of 
eight  of  the  twenty-odd  trays  that  were  destined  for  this  floor  was  in¬ 
definitely  halted.  Why?  The  hospital’s  busiest  surgeon  (a  member  of  the 
courtesy  staff  in  this  instance,  commanding  an  enormous  private  prac¬ 
tice)  had  been  compelled  by  circumstances  to  shift  his  visiting  hour  and 
had  arrived  at  the  very  moment  the  trays  appeared.  Declaring  his  inability 
to  return  later,  he  proceeded  to  make  rounds.  The  head  nurse,  sensing 
the  unwillingness  of  the  hospital  to  offend  its  most  important  source  of 
private  patients,  assented.  The  superintendent  confessed  that  this  surgeon 
was  a  thorn  in  his  side,  from  whom  he  could  get  relief  only  by  depriving 
the  offender  of  his  hospital  privileges.  But  timorous  about  the  loss  of 
private-room  income,  he  hesitated  to  take  a  decisive  stand.  How  many 
hospital  superintendents  find  themselves  in  a  similar  situation? 

Not  all  hospital  rules  regulating  the  conduct  of  medical  men  are 
made  by  laymen.  A  considerable  part  of  the  prescribed  routine  in  Ameri¬ 
can  hospitals  is  related  to  clinical  practice,  and  in  this  field  controlling 
measures  are  usually  prescribed  by  the  medical  staff  itself  or  by  medical 
executive  officers.  But  the  professional  origin  or  sponsorship  of  a  hospital 
rule  does  not  always  save  it  from  the  disintegrating  influence  of  forget¬ 
fulness  or  of  unwarrated  self-assertion. 

Who  is  it  that  frets  and  fumes  when  a  clinical  record  cannot  be 
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found?  The  very  clinician  probably,  who,  if  he  happens  to  be  preparing 
an  article  for  publication,  surreptitiously  removes  a  dozen  clinical  histories 
from  the  record  room  in  defiance  of  all  law  and  order,  for  the  purpose 
of  examining  them  at  leisure  in  the  privacy  of  his  study.  Surgeons 
unanimously  declare  that  operating  room  visitors  should  be  kept  at  a 
distance  from  clean  abdominal  wounds,  and  it  is  the  decree  of  the  sur¬ 
geons  themselves  that  in  many  hospitals  bans  visitors  from  the  floor  of  the 
operating  room  and  relegates  them  to  the  spectators  gallery.  But  let  a 
surgeon  espy  an  influential  medical  visitor  in  the  gallery,  and  the  dis¬ 
tinguished  guest  is  at  once  allowed  to  enter  the  operating  room  floor ! 

There  was  a  time  when  most  American  hospitals  attempted  to  enforce 
a  rule  against  smoking,  and  treated  the  infraction  of  this  rule  as  a  serious 
offense.  Today,  the  need  of  its  enforcement  is  only  moderately  felt  by 
hospitals  that  are  fortunate  enough  to  occupy  suitably  equipped  fireproof 
buildings.  Convalescent  patients  in  many  hospitals  are  no  longer  com¬ 
pelled  to  treat  their  cigars  and  cigarettes  as  contraband  and  to  sneak  like 
criminals  into  the  toilet  room  in  order  to  enjoy  a  quiet  smoke,  for  smoking 
in  day  rooms  and  other  designated  places  is  now  widely  tolerated. 

In  most  hospitals,  patients  occupying  private  rooms  do  pretty  much 
as  they  please  in  respect  to  the  use  of  tobacco,  and  smoking  rooms  are 
frequently  found  in  nurses  homes.  “No  Smoking”  signs  are  still  con¬ 
spicuous  in  certain  sections  of  hospitals,  however,  and  an  attempt  is 
always  made  to  exclude  lighted  cigars  and  cigarettes  from  operating  rooms 
where  inflammable  anesthetics  are  employed.  But  the  inveterate  smoker 
is  a  difficult  person  to  control;  I  have  seen  a  distinguished  surgeon,  who 
would  deal  severely  with  an  orderly  bold  enough  to  break  the  rule,  walk 
unconcernedly  into  an  operating  room  with  a  lighted  cigar  in  his  mouth, 
heedless  of  regulations  and  of  danger. 

There  are  deep-rooted  prejudices  that  are  difficult  to  overcome  by 
legislative  enactment.  A  hospital  that  for  many  years  had  refused  to 
appoint  women  as  interns  decided  after  long  debate  to  grant  them  the 
rights  they  enjoyed  in  the  famous  Italian  universities  of  Salerno  and 
Bologna  many  centuries  ago.  The  registration  of  women  candidates  fol¬ 
lowed  accordingly.  Now  it  is  well  known  that  most  women  who  take  up 
medicine  are  serious  students,  and  in  the  coeducational  colleges  to  which 
they  are  admitted  they  are  apt  to  pass  their  examinations  with  great 
credit  and  often  with  distinction.  Yet  for  several  years  in  succession  the 
examining  committee  awarded  all  of  the  available  internships  to  men. 
An  investigation  was  demanded,  and  the  reason  for  the  failure  of  women 
to  qualify  was  soon  exposed.  Final  rating  in  the  examinations  depended 
in  part  upon  a  “personality”  mark,  which  each  of  the  several  examiners 
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was  free  to  give  in  accordance  with  his  best  judgment.  One  of  the  exam¬ 
iners  had  a  firmly  rooted  objection  to  women  as  doctors;  all  the  women 
candidates  who  appeared  before  him  were  given  zero  marks  in  per¬ 
sonality  and  thus  none  was  able  to  achieve  a  sufficiently  high  average  to 
win  an  appointment.  The  nullification  of  a  hospital  rule  in  this  instance 
was  due  entirely  to  personal  prejudice,  and  yet  the  offender  had  no  sense 
of  wrongdoing. 

It  is  easier  to  enact  a  rule  requiring  a  busy  practicing  physician  to 
attend  a  dispensary  class  at  a  given  hour  than  it  is  to  enforce  the  rule. 
Emergencies  are  constantly  arising  in  medical  practice,  and  for  this  reason 
lack  of  punctuality  and  a  certain  degree  of  irregularity  are  tolerated  by 
any  hospital  administration  that  is  disposed  to  be  reasonable.  The  signing 
of  the  dispensary  register  is  usually  accepted  as  evidence  of  a  physician’s 
attendance,  but  to  be  of  any  use  a  physician  must  do  something  more 
than  merely  report  for  duty.  When  the  attendance  book  is  required  to  be 
signed  only  upon  entering  the  clinic,  a  staff  member  who  remains  for  ten 
minutes  gets  the  same  credit  as  one  who  remains  for  several  hours.  It 
was  at  the  suggestion  of  no  less  a  person  than  Sir  William  Osier  that  one 
hospital  many  years  ago  altered  its  method  of  dispensary  registration  so  as 
to  require  separate  entries  noting  the  time  of  arrival  and  departure. 

It  is  to  be  expected  in  any  hospital  that  a  patient  will  now  and  then 
become  alarmed  by  the  threat  of  a  dangerous  operation  or  impatient  at 
the  unexpected  duration  of  his  treatment,  and  will  insist  on  leaving  the 
hospital  contrary  to  medical  advice.  Sometimes  a  superstitious  patient 
will  rebel  because  the  surgeon  proposes  to  operate  on  a  Friday,  and  the 
hospital  must  then  decide  whether  to  humor  the  patient  (at  his  own 
risk ) ,  or  to  dismiss  him  as  unmanageable.  Hospital  rules  usually  require 
the  written  consent  of  a  parent  or  guardian  when  an  operation  is  to  be 
performed  on  a  minor,  but  when  an  ignorant  parent  obstinately  refuses 
consent  and  the  surgeon  is  convinced  that  an  immediate  operation  offers 
the  child  its  only  chance  to  survive,  the  hospital  may  decide  to  ignore  its 
own  rule  and  direct  that  the  operation  be  done  without  consent,  a  decision 
that  on  more  than  one  occasion  has  led  to  a  damage  suit.  In  every  such 
instance  that  I  have  heard  of,  the  courts  have  sustained  the  hospital. 

To  the  uninitiated,  the  restriction  of  ward  visiting  hours  often  seems 
unduly  harsh.  But  just  what  would  a  hospital  ward  in  a  great  city  look 
like  and  what  real  comfort  would  it  offer  to  its  patients  if  all  such  restric¬ 
tions  were  removed?  The  picture  would  probably  vary  with  the  nationality 
and  social  customs  of  the  hospital’s  patients.  Most  hospitals  will  do  well 
to  continue  to  impose  reasonable  restrictions  upon  the  hours  of  ward 
visiting.  We  must  nevertheless  appreciate  the  fact  that  the  absolute  separa- 
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tion  of  a  sick  wife  from  a  husband  whose  working  hours  conflict  with  the 
regular  ward  visiting  hours  is  a  serious  hardship,  and  that  a  hospital 
should  always  be  on  the  lookout  for  exceptional  cases  that  justify  the 
temporary  abrogation  of  a  restrictive  rule. 


11 


Florence  Nightingale  on  Hospitals 


Florence  Nightingale’s  Notes  on  Hospitals  is  a  document  that  every 
student  of  hospitals  should  be  required  to  read  at  least  once  a  year,  not 
because  all  of  its  doctrines  are  either  perfectly  sound  in  the  light  of 
modem  knowledge  or  quite  applicable  to  present  conditions,  but  because 
for  boldness  of  aim,  warmth  of  expression,  and  breadth  of  view,  it  has 
no  equal  in  hospital  literature. 

One  can  readily  imagine  the  spirit  of  Florence  Nightingale  hovering 
over  the  hospitals  of  the  English-speaking  world,  beaming  with  proud 
satisfaction  at  the  sight  of  those  that  embody  the  principles  for  which 
she  fought  so  valiantly,  wondering  a  little  at  the  modification  of  standards 
that  she  regarded  as  firmly  established,  and  casting  minatory  glances  at 
the  few  remaining  hospital  planners  whose  disregard  of  essential  sanitary 
needs  invites  a  return  of  the  shocking  hospital  mortality  that  aroused  her 
righteous  wrath. 

The  hospitals  that  Florence  Nightingale  attacked  were,  as  she  saw 
them,  public  nuisances.  It  was  because  the  prevailing  hospital  treatment 
seemed  little  short  of  a  calamity  that  she  decided  “to  examine  into  the 
influence  exercised  by  hospital  construction  on  the  duration  and  death 
rate”  of  cases  treated  in  hospital  wards. 

Without  resort  to  statistics  it  was  impossible  either  to  present  a  clear 
picture  of  the  conditions  or  to  record  in  an  accurate  manner  any  progress 
that  might  be  made,  but  comparative  hospital  statistics  would  be  of  little 
value  unless  they  were  based  upon  a  uniform  method  of  tabulation.  Miss 
Nightingale  proposed  the  compilation  of  statistics  that  would  validate 
comparisons  not  only  in  England  but  internationally.  They  were  to  be 
collected  with  half  an  eye  fixed  upon  the  results  of  treatment  in  a  medical 
sense  and  the  other  half  focused  upon  hospital  economy,  for  “if  by  any 
sanitary  means  or  improved  treatment  the  duration  of  cases  would  be 
reduced  to  one  half,  the  utility  of  the  hospital  would  be  doubled  so  far 
as  its  funds  are  concerned.” 
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We  are  apt  to  think  of  the  famous  Notes  as  the  English  classic  on 
hospital  planning,  but  it  is  a  question  whether  the  author  did  not  put  into 
the  seven-page  appendix  on  “Different  Systems  of  Hospital  Nursing” 
more  acute  observation,  wisdom,  and  administrative  genius  than  is  con¬ 
tained  in  the  major  text.  I  cannot  resist  the  temptation  to  reproduce  Miss 
Nightingale’s  views  on  a  question  of  administrative  policy  that  remains 
a  bone  of  contention  to  this  day,  namely,  the  control  of  the  nursing 
department. 

As  Miss  Nightingale  saw  it,  the  problem  was  one  of  single  versus  dual 
hospital  control,  and  her  reasons  for  advocating  dual  control  are  shrewdly 
put.  “The  administration  complains  of  the  Sisters,  and  the  doctors  wish 
the  Sisters  were  completely  under  them.  The  Sisters  complain  of  the 
administration  and  wish  that  the  order  had  the  hospital  completely  under 
itself.  And  the  collision  and  competition  do  the  greatest  possible  good.” 
All  systems  in  which  there  is  but  one  sole  authority  over  both  nurses  and 
administration,  Miss  Nightingale  declares,  are  equally  to  be  deprecated. 
If  the  nurses  “are  under  the  sole  command  of  male  hosoital  authorities, 
the  arrangement  as  to  hours,  proprieties  and  sanitary  rules  generally  would 
strike  anyone  as  all  but  crazy.”  If,  on  the  other  hand,  the  nursing  staff  is 
in  sole  command  of  the  hospital,  “the  arrangements  are  generally  nearly 
as  crazy  as  in  the  former  case,  although  the  objects  and  results  are  widely 
different.” 

“If  we  were  perfect,”  Miss  Nightingale  goes  on  to  say,  “no  doubt  an 
absolute  hierarchy  would  be  the  best  kind  of  government  for  all  institu¬ 
tions.  But,  in  our  imperfect  state  of  conscience  and  enlightenment, 
publicity,  and  the  collision  resulting  from  publicity,  are  the  best  guardians 
of  the  interests  of  the  sick.  A  patient  is  much  better  cared  for  in  an  institu¬ 
tion  where  there  is  the  perpetual  rub  between  doctors  and  nurses,  between 
students,  matrons,  governors,  treasurers,  and  casual  visitors,  between 
secular  and  spiritual  authorities,  than  in  a  hospital  under  the  best  gov¬ 
erned  order  in  existence,  where  the  chief  of  that  order,  be  it  male  or 
female,  is  also  chief  of  the  hospital.  Taking  the  imperfect  general  run 
of  human  things,  for  we  are  considering  men  and  not  angels,  public 
opinion  is  a  higher  average  standard  than  individual  opinion.  For  many 
years,  I  have  been  trying  to  find  out  how  this  could  be,  since  public 
opinion  is  made  up  of  individual  opinions.  I  think  it  is  because  A  will 
be  much  more  rigid  in  making  B  mind  B’s  business  than  in  minding  his 
own.”  In  hospital  administration  as  well  as  in  the  government  of  states 
there  seems  to  be  need  of  checks  and  balances.  The  judgment  of  doctors 
and  nurses  is  just  as  likely  to  be  warped  by  too  much  authority  as  that 
of  kings  and  parliaments. 
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Turning  to  the  principal  text  of  the  Notes ,  we  find  it  full  of  strong 
convictions  forcibly  expressed.  Hospital  conditions  were  intolerable,  and 
Miss  Nightingale  was  not  one  of  those  timid  souls  who  hesitate  to  speak 
out  in  meeting. 

The  cardinal  sin  of  hospitals  was  overcrowding,  which  was  taking  a 
terrific  toll  of  human  life.  Pleas  for  fresh  air  in  hospital  wards  are  not 
unfamiliar  today,  but  they  are  seldom  presented  in  the  manner  of  Florence 
Nightingale,  who  was  nothing  if  not  outspoken.  “The  want  of  fresh  air,” 
she  declares,  “may  be  detected  by  the  appearance  of  patients  sooner  than 
any  other  want.  No  care  or  luxury  will  compensate  for  its  absence.  Unless 
the  air  within  the  ward  can  be  kept  as  fresh  as  it  is  without,  patients  had 
better  be  away.”  This  is,  of  course,  the  principle  that  public  authorities 
have  in  mind  when  they  specify  minimum  cubic  space  per  patient  in 
hospital  wards,  but  it  is  a  notorious  fact  that  the  very  states  and  munic¬ 
ipalities  that  enact  such  regulations  and  that  more  or  less  apathetically 
seek  to  enforce  them  with  respect  to  private  hospitals  are  often  the  worst 
offenders  against  the  sick  through  the  overcrowding  of  public  hospitals 
for  the  sick  and  the  mentally  ill. 

It  is  not  surprising  to  find  in  the  Notes  points  of  view  and  standards 
of  measurement  that  are  scarcely  applicable  today.  But  the  book  is 
also  punctuated  with  observations  that  are  keen,  essentially  sound,  and 
perpetually  valuable  as  reminders  to  those  who  are  responsible  for  building 
safe  hospitals  and  for  keeping  them  safe.  Any  one  of  the  following  sen¬ 
tentious  utterances  might  profitably  be  framed  and  hung  over  the  desk 
of  a  hospital  superintendent  today : 

On  the  supervision  of  patients :  “One  head  nurse  can  easily  overlook 
all  the  patients  in  one  large  ward;  in  four  small  wards  it  is  almost  im¬ 
possible.” 

On  the  need  of  air  space  for  students  in  teaching  hospitals :  “Where 
clinical  instruction  is  intended,  to  admit  even  a  class  of  six  students  into 
a  ward  of  twelve  sick  increases  the  population  in  the  entire  space  by 
half.” 

On  the  effects  of  light :  “All  hospital  buildings  in  this  climate  should 
be  erected  so  that  as  great  a  surface  as  possible  receives  direct  sunlight. 
The  effect  of  light  on  health  and  disease  has  long  been  recognized  by  the 
medical  profession.  Dark  barrack  rooms  and  rooms  with  north  aspects 
will  furnish  a  larger  amount  of  sickness  than  light  and  sunny  rooms. 
Among  the  kindred  effects  of  light  promoting  recovery  I  might  mention 
from  experience  the  being  able  to  see  out  of  a  window  instead  of  looking 
against  a  dead  wall;  the  bright  colors  of  flowers,  and  being  able  to  read 
in  bed  by  the  light  of  a  window  close  to  the  bed  head.  It  is  generally 
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supposed  that  the  effect  is  upon  the  mind — perhaps  so,  but  it  is  no  less 
so  upon  the  body  on  that  account.” 

On  the  evils  of  bad  planning  and  of  superfluous  equipment :  “Every 
unneeded  closet,  scullery,  sink,  lobby,  and  staircase  represents  a  place 
that  must  be  cleaned.  Every  five  minutes  wasted  upon  cleaning  what  had 
better  not  have  been  there  to  be  cleaned  is  something  taken  from  and 
lost  by  the  sick.  On  the  other  hand,  there  must  be  conveniences  to  ensure 
(1)  economy  of  attendance,  (2)  ease  of  supervision,  (3)  convenience 
as  to  the  number  of  sick  on  the  same  ward  and  upon  the  same  floor  so  as 
to  save  extra  attendance  and  unnecessary  waste  of  time  and  strength  upon 
the  stairs.” 


Hospital  and  Doctor 

1  Medical  Staff  and  Its  Functions 

2  Lay  Board  and  Medical  Staff 
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Medical  Staff  and  its  Functions 


The  problem  of  medical  organization  is  one  of  adjustment  of  means  to 
ends.  In  order  to  deal  intelligently  with  the  subject  of  medical  organiza¬ 
tion,  we  must  begin  with  a  clear  understanding  of  the  purposes  of  the 
hospital  which  the  medical  staff  serves. 

First,  we  have  to  regard  the  hospital  as  the  servant  of  its  patients — 
as  an  institution  which  exists  primarily  for  the  cure  of  disease,  for  the 
relief  of  suffering,  and  for  the  promotion  of  the  physical  welfare  of  its 
patients.  The  medical  organization  of  the  hospital  must,  therefore,  be 
based  mainly  upon  a  consideration  of  the  patients’  needs,  whether  as 
applicants  for  admission,  as  inmates  of  the  wards,  or  as  convalescents. 

Second,  each  hospital,  by  its  methods  and  practice,  is  able  to  further 
or  to  retard  medical  education  and  the  march  of  the  medical  sciences; 
and  since  the  comfort  and  prospects  of  hospital  patients  depend  upon  the 
development  and  dissemination  of  medical  knowledge,  we  cannot  dismiss 
the  subject  of  the  medical  organization  of  hospitals  without  endeavoring 
to  ascertain  its  proper  relation  to  progressive  medical  education. 

Third,  the  work  of  the  hospital  is  limited  by  its  resources  and  we  are 
thus  led  to  weigh  carefully  the  economic  aspects.  Having  in  mind  the 
primary  purpose  of  the  hospital,  we  shall  be  prepared  to  sanction  all 
those  expenditures  connected  with  or  influenced  by  medical  organization, 
which  yield  a  return  in  terms  of  human  life  and  comfort.  We  wish,  how¬ 
ever,  to  know  what  these  expenditures  are,  and  how  they  affect  the  results 
aimed  at;  and  we  desire  so  to  regulate  them  as  to  avoid  all  unnecessary 
waste. 

Fourth,  we  must  deal  justly  with  the  men  who  give  to  the  hospital  the 
thought  and  effort  of  their  best  years.  If  the  avenues  of  professional 
growth  are  cut  off  from  the  medical  staff,  if  their  lives  are  shortened  or 
their  success  hampered  by  worry  or  overstrain,  the  cause  of  the  hospital 
will  suffer. 

We  have,  then,  four  general  subjects  for  consideration:  (/)  The 
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medical  staff  in  relation  to  the  needs  of  the  patients;  ( 2 )  the  medical 
staff  in  relation  to  medical  education;  (3)  the  medical  staff  in  relation  to 
hospital  economy;  and  (4)  the  medical  staff  in  relation  to  the  rights  of 
its  members. 

Medical  Staff  and  Patients’  Needs.  One  of  the  first  necessities  in 
medical  organization  is  a  system  of  examining  applicants  for  admission 
to  hospital  wards  which  will  guarantee  fair  and  intelligent  treatment  of 
all  who  apply,  and  provide  for  immediate  and  effective  handling  of  all 
emergencies  requiring  attention  on  the  spot.  The  admitting  officer  will 
find  himself  having  to  decide  upon  the  relative  claims  of  a  large  number 
of  candidates  competing  for  a  limited  number  of  beds;  to  exclude  con¬ 
tagious  cases  in  which  the  condition  of  the  patient  justifies  transfer;  to 
give  sound  advice  to  rejected  applicants;  to  maintain,  in  the  interest  of 
rejected  applicants,  amicable  relations  with  various  relief  agencies;  and 
to  develop  a  habit  of  reciprocity  with  the  officers  of  neighboring  hospitals, 
homes,  and  asylums. 

The  admitting  officer  must  be  guided  in  his  work  by  the  accepted 
policy  of  the  hospital.  But  while  he  is  compelled  to  recognize  that  in  the 
admission  of  patients  the  hospital  is  subject  to  certain  restrictions  of  space 
and  classification,  he  will  nevertheless  remember  that  illness  is  often  so 
sudden  and  uncompromising  in  its  attacks,  and  the  machinery  of  relief 
at  the  hospital’s  disposal  so  elastic,  that  blind  or  rigid  adherence  to  any 
set  rule  governing  the  admission  of  patients  may  work  needless  hardship 
and  may  even  result  in  avoidable  loss  of  life. 

It  is  the  function  of  the  hospital’s  medical  organization  to  provide  an 
admitting  officer  whose  discretion  and  capacity  will  give  effect  to  the 
spirit  and  purpose  of  the  hospital  rule,  rather  than  to  its  naked  letter; 
only  by  a  physician  of  first-rate  ability  and  character  can  the  complex 
and  often  vital  interests  of  applicants  for  admission  be  safeguarded.  If 
this  task  is  assigned  to  relatively  inexperienced  interns,  who  at  the  same 
time  are  burdened  with  heavy  responsibilities  in  the  wards,  the  wise 
selection  of  cases  for  admission  cannot  be  ensured  and  the  problems 
arising  out  of  the  rejection  of  applicants  cannot  be  satisfactorily  solved. 
Here,  if  anywhere,  rapid  changes  in  office,  especially  such  changes  as 
imply  frequent  introduction  into  the  admitting  department  of  youthful 
men  of  immature  judgment,  are  to  be  shunned.  In  this  connection,  it  is 
interesting  to  note  that  when  in  1802  the  physicians  of  the  Pennsylvania 
Hospital  pleaded  to  be  allowed  to  transfer  to  their  pupils  the  duty  of 
examining  applicants  for  admission,  on  the  ground  that  numerous  engage¬ 
ments  frequently  made  it  impracticable  for  the  physicians  to  do  the  work 
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themselves,  their  petition  was  promptly  and  firmly,  albeit  regretfully, 
denied. 

While  the  classification  of  patients  and  their  assignment  to  the  various 
departments  of  the  hospital  is  the  duty  of  the  admitting  physician,  he  must 
take  the  wards  and  departments  of  the  hospital  as  he  finds  them.  In 
many  instances,  the  treatment  of  a  hospital  patient  is  governed,  perhaps 
more  than  is  wholly  desirable,  by  the  special  aims  and  practice  of  the 
department  in  which  he  happens  to  be  placed.  In  the  official  grouping  of 
patients  and  the  corresponding  assignment  of  attending  physicians  and 
surgeons,  therefore,  the  hospital  should  seek  to  avoid  any  undue  exaltation 
of  specialism;  and  yet  there  must  be  at  least  so  much  emphasis  put  upon 
the  exploiting  of  special  fields  of  medical  and  surgical  endeavor  as  will 
encourage  development  of  the  finest  skill  in  diagnosis  and  ensure  the 
employment  of  such  particularized  methods  of  treatment  as  have  been 
shown  to  yield  the  best  results.  There  is,  of  course,  ample  justification 
for  a  full-fledged  specialized  department  where  the  volume  of  work 
offers  a  field  for  concentrated  study,  for  research,  for  the  development 
of  new  and  useful  technical  procedures,  for  the  enhancement  of  skill,  and 
for  either  undergraduate  or  postgraduate  teaching. 

A  hospital  in  which  the  clinical  departments  are  too  minutely  sub¬ 
divided  and  classified  and  in  which  each  subdivision  is  a  segregated  and 
self-governing  unit,  ceases  to  be  a  satisfactory  or  even  a  safe  instrument 
for  the  relief  of  its  patients.  For  example,  to  assign  a  woman  to  a 
gynecologic  ward,  where  in  the  hurry  of  specialized  routine  she  will  either 
be  made  the  subject  of  an  immediate  operation  or  without  further  con¬ 
sideration  be  dismissed  from  the  hospital  as  an  unsuitable  case,  is  not  the 
best  treatment  for  all  patients  who  at  first  glance  appear  to  be  proper 
subjects  for  operative  gynecologic  treatment.  In  many  such  cases,  further 
study  would  reveal  a  complex  of  pathological  conditions,  some  of  them 
susceptible  to  and  clearly  indicating  medical  treatment  of  a  kind  not 
habitually  practiced  by  the  average  busy  and  successful  regional  surgeon, 
whose  horizon  has  inevitably  contracted  in  consequence  of  years  of  con¬ 
centrated  devotion  to  a  restricted  field.  The  psychological  tendencies  of 
specialism,  therefore,  furnish  one  reason  for  establishing  such  sweeping 
oversight  of  the  various  clinical  departments  as  will  promote  their  active, 
liberal,  and  persistent  co-operation.  If  possible,  we  must  find  the  means 
by  which  such  general  control  can  be  provided. 

A  single  chief  in  command  of  the  medical  division,  and  an  officer  of 
similar  rank  in  command  of  the  surgical  division,  each  exercising  general 
supervision  over  all  the  wards  of  his  department  (however  these  wards 
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may  be  subdivided  or  specialized ) ,  can  do  much  to  enhance  the  efficiency 
of  the  visiting  staff  and  its  subordinates.  Under  such  control  the  patient 
is  regarded  as  a  ward  of  the  hospital,  having  a  broader  claim  than  the 
patient  whose  professional  guardian  is  an  individual  attending  physician 
or  surgeon.  The  grouping  of  many  wards  under  one  recognized  head 
produces  a  community  of  clinical  interest  which  is  far  better  for  many 
patients  than  the  rigid  maintenance  of  finely  drawn  departmental  lines. 
Free  trade  within  each  division,  and  the  liveliest  reciprocity  between  the 
medical  and  surgical  departments,  are  essential  to  the  welfare  of  the 
patient.  By  the  very  character  of  the  medical  organization,  patients 
should  be  guaranteed  thorough  treatment  as  human  beings,  and  not  left 
to  the  restricted  interests  of  individual  practitioners. 

On  his  admission  to  the  ward,  the  patient’s  first  claim  is  for  prompt 
attention  from  the  physician  who  is  to  be  mainly  responsible  for  his  care. 
The  preliminary  examination  of  the  patient  should  be  made  at  once  by 
the  senior  house  officer;  and  as  soon  as  the  history  of  the  case  has  been 
recorded  and  the  physical  examination  and  routine  scientific  investigations 
made  (or  even  before  these,  if  the  case  is  urgent),  the  attending  physician 
or  surgeon  should  promptly  appear  on  the  scene. 

The  proper  organization  will  provide  a  sufficient  number  of  com¬ 
petent  attending  practitioners  to  ensure  prompt  and  efficient  attention  to 
every  patient.  Let  the  chief  of  division  control  as  many  wards  as  you 
please — the  more  the  better;  for  the  attending  physician  or  surgeon, 
however,  there  should  be  only  as  many  beds  as  he  is  able  to  keep  under 
his  eye  during  every  day  of  his  official  duty.  Once  in  every  twenty-four 
hours,  at  least,  the  visiting  officer  should  see  every  patient,  and  as  much 
oftener  as  the  circumstances  of  the  case  demand.  It  is  dangerous  to  trifle 
with  this  daily  rule,  especially  in  hospitals  which  deal  largely  with  acute 
cases.  To  leave  the  matter  entirely  to  the  judgment  of  the  physician,  or 
to  require  him  to  see  acute  cases  no  oftener  than  two  or  three  times  a 
week,  is  to  sanction  negligence  by  the  physician  whose  conscience  gives 
way  when  the  claims  of  private  practice  press  hard. 

Compulsory  daily  visits,  then,  should  be  the  rule ;  and  if  this  seems  to 
bear  too  heavily  upon  men  who  give  their  services  to  the  hospital  gratis, 
and  who  are  obliged  to  earn  their  bread  outside  of  the  institution,  let  us 
lighten  their  burden  not  by  omitting  the  attention  to  which  the  patient 
is  entitled,  but  by  appointing  an  adjunct  or  associate  to  replace  each 
regular  member  of  the  visiting  staff  when  necessity  arises.  The  daily 
attendance  book,  in  which  the  day  and  hour  of  each  visit  of  every  mem¬ 
ber  of  the  visiting  staff  is  recorded,  is  a  true  index  of  the  hospital’s 
vitality,  and  of  the  devotion  to  duty  of  its  physicians  and  surgeons. 
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While  a  daily  visit  on  the  part  of  the  attending  physician  or  surgeon 
suffices  in  ordinary  cases,  two  visits  daily  to  the  bedside  of  every  patient 
constitute  an  irreducible  minimum  for  the  senior  intern  of  the  division. 
This  need  must  be  kept  in  mind  in  deciding  upon  the  number  of  patients 
to  be  included  in  one  department;  and  the  requisite  number  of  visits 
should  be  guaranteed  by  a  rigid  regulation,  to  which  no  exception  should 
be  tolerated. 

It  is  a  wise  rule  which  divides  equally  between  the  medical  and 
surgical  wards  the  work  of  all  new  men  during  their  first  year  in  the 
institution,  whether  they  are  destined  for  ultimate  promotion  in  the 
surgical  or  the  medical  service.  Breadth  of  clinical  experience  is  a 
desideratum  of  the  house  officer,  as  well  as  of  the  visiting  physician  and 
surgeon.  The  house  physician  who  has  served  in  the  operating  room 
knows  the  surgical  point  of  view,  which  is  different  from  his  own;  and 
he  not  only  appreciates  the  utility  of  prompt  surgical  treatment  in  suitable 
cases,  but  estimates  sanely  the  limits  of  surgical  aid.  Lacking  actual  experi¬ 
ence  in  the  operating  room,  his  understanding  would  never  be  equally 
enlightened. 

The  presence  of  the  entire  staff  of  the  division  should  be  exacted  at 
general  rounds  each  day.  This  will  tend  to  lessen  the  number  of  examina¬ 
tions  to  which  the  patient  is  subjected,  while  giving  each  member  of  the 
staff  opportunity  to  follow  every  phase  of  each  case  in  his  division.  At  the 
same  time  it  will  encourage  an  interchange  of  ideas  which  may  result  in 
benefit  to  the  patient. 

The  necessity  for  strict  control  of  the  work  of  the  house  staff  will 
appeal  to  every  experienced  hospital  manager.  No  physician  should  be 
made  responsible  for  a  patient,  whether  in  the  wards  or  on  the  ambulance, 
during  the  first  year  of  his  hospital  service;  and  the  absence  of  senior 
residents,  even  for  a  short  period,  should  not  be  tolerated  if  it  necessitates 
a  transfer  of  responsibility  to  the  shoulders  of  inexperienced  men. 

As  the  house  officer  advances,  step  by  step,  from  the  lowest  to  the 
highest  position  on  the  temporary  resident  staff,  it  may  reasonably  be 
demanded  of  him  that  he  prove  his  fitness  for  promotion.  However  hon¬ 
estly,  faithfully,  and  intelligently  the  examination  may  be  conducted 
which  gives  the  house  officer  his  first  foothold  in  the  hospital,  unfit  or 
undesirable  men  from  time  to  time  will  secure  places  on  the  staff.  If  it  is 
understood  at  the  time  of  appointment  that  each  subperiod  of  service 
will  be  regarded  as  a  period  of  probation,  and  that  there  will  be  no 
promotion  without  proof  of  fitness,  better  discipline  and  more  sustained 
effort  will  result.  Time  and  again  the  life  of  a  patient  rests  in  the  hollow 
of  the  house  physician’s  or  house  surgeon’s  hand.  The  hospital  should  see 
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to  it,  therefore,  that  its  responsible  house  officers  are  fitted  by  character 
and  training  to  act  in  all  emergencies. 

In  the  assignment  of  duties,  the  exact  responsibility  of  each  member 
of  the  staff  should  be  so  defined  that  blame  for  neglect  or  inefficiency 
will  automatically  be  put  where  it  belongs  and  credit  given  where  credit 
is  due.  It  is,  of  course,  conceded  that  in  an  organization  where  the  results 
achieved  are  often  due  to  concerted  group  action  rather  than  to  the 
efforts  of  an  individual,  exact  justice  cannot  always  be  done  in  the  allot¬ 
ment  of  credit  to  each  member  of  the  group;  and  yet  it  is  of  the  utmost 
importance  to  lay  bare,  as  far  as  possible,  the  weakness  of  those  who 
contribute  little  or  nothing,  and  to  reward,  at  least  with  moral  support, 
the  conscientious  and  useful  worker.  By  following  this  course,  the  hospital 
aids  the  intellectual  and  moral  growth  of  its  house  staff. 

In  an  organization  as  highly  differentiated  as  that  of  the  modern 
general  hospital,  there  is  necessarily  much  interdependence  among  the 
groups  of  workers.  The  efficiency  of  house  staff  and  visiting  staff  alike  is 
largely  dependent  upon  the  facilities  afforded  for  scientific  investigation. 
In  the  patient’s  interest,  therefore,  there  must  be  provided  a  competent 
laboratory  head  exercising  supervision  over  the  pathological  and  bacteri¬ 
ological  laboratories,  and  having  some  measure  of  control  over  all  the 
laboratory  work  of  the  house  staff. 

Reference  has  already  been  made  to  the  position  which  should  be 
occupied  in  a  general  hospital  by  the  so-called  medical  and  surgical 
specialists.  While  there  is  danger  in  the  multiplication  of  independent 
departments  for  such  work,  those  branches  which  have  been  highly 
elaborated  by  the  endeavors  of  special  workers  and  the  recognition  of 
which  is  approved  by  current  practice,  should  have  due  consideration. 
If  distinct  clinical  departments  are  organized  for  the  practice  of  these 
branches,  they  should  be  co-ordinated  with  the  medical  and  surgical 
services  by  placing  them  under  the  direct  control  of  divisional  chiefs.  If 
specialists  are  not  included  in  the  regular  visiting  staff,  the  way  should 
be  made  easy  for  the  utilization  of  their  talent  and  skill  by  naming  them 
as  a  consulting  or  advisory  staff.  When  engaged  in  the  work  of  the 
hospital,  consulting  specialists  should  rank  with  the  regular  visiting  phy¬ 
sicians,  and  should  be  subject  to  similar  control  by  a  divisional  chief. 

There  is  another  form  of  consultation  of  which  it  is  pertinent  to 
speak  here — a  form  not  generally  favored  by  hospital  men,  but  which 
from  the  standpoint  of  the  patient  is  often  desirable.  I  refer  to  consulta¬ 
tion  with  the  patient’s  own  physician,  who  has  previously  studied  the 
case  outside  the  hospital.  The  family  physicians  of  hospital  patients 
should  be  more  frequently  seen  in  the  wards,  not  for  the  purpose  of 
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enlightening  the  hospital  staff,  but  for  the  satisfaction  of  the  patient 
himself.  The  family  physician  who  is  not  officially  attached  to  the  hospital 
should  be  given  free  access  to  the  institution  whenever  his  professional 
zeal  or  his  sympathy  for  his  patient  prompts  him  to  come,  and  he  should 
be  not  only  tolerated  but  warmly  welcomed  when  the  patient  expresses 
a  desire  to  see  him.  It  is  impossible  to  insist  too  strongly  upon  the  duty 
of  the  hospital  to  recognize,  at  least  in  this  unofficial  way,  the  right  of  the 
patient  to  the  counsel  and  cheer  of  his  familiar  adviser,  and  also  the 
right  of  the  family  physician  to  follow  his  patient  after  the  latter  has 
been  admitted  to  the  hospital. 

The  day  of  the  patient’s  discharge  from  the  hospital  is  a  critical  one. 
If  continued  treatment  is  necessary,  it  is  the  duty  of  the  attending  phy¬ 
sician  to  see  that  the  patient  who  is  able  to  pay  is  guided  from  the  hospital 
into  the  care  of  his  family  physician,  and  that  the  patient  who  is  a  suitable 
subject  for  dispensary  treatment  is  directed  to  the  proper  division  of  the 
outpatient  department.  By  a  proper  subordination  of  the  dispensary 
physicians,  either  to  the  attending  staff  or  to  the  divisional  chiefs  of  the 
hospital,  the  interchange  of  clinical  records  will  be  facilitated,  thus  en¬ 
abling  the  patient  to  have  the  benefit  of  continued  treatment  under  a  single 
medical  authority. 

Unity  of  control  of  inpatient  and  outpatient  services  is  essential  to 
good  hospital  government.  The  method  of  binding  the  two  departments 
may  vary  in  its  details,  but  a  form  worthy  of  special  consideration  is  that 
adopted  by  hospitals  whose  surgeons  have  a  double  staff  of  assistants,  one 
staff  being  occupied  in  the  wards  while  the  other  is  on  duty  at  the  dis¬ 
pensary. 

If  the  interests  of  the  patient  need  to  be  safeguarded  in  the  admitting 
room  and  the  wards,  it  is  no  less  necessary  to  impose  a  reasonable  check 
upon  the  discharge  of  patients  from  the  hospital.  Neglect  of  the  rights 
of  patients  awaiting  discharge  is  not  creditable  to  any  hospital,  for  mis¬ 
takes  made  at  the  last  moment  may  undo  the  good  of  weeks  of  careful 
treatment.  In  large  hospitals,  supervision  of  recommendations  for  dis¬ 
charge  may  profitably  be  entrusted  to  an  executive  officer,  preferably  a 
medical  man,  whose  business  it  should  be  to  keep  in  close  touch  with  all 
the  patients  in  the  hospital.  Through  its  social  service  department,  the 
hospital  should  be  familiar  with  all  the  charitable  relief  agencies  in  the 
community  which  are  capable  of  dealing  with  any  phase  of  the  physical 
or  social  needs  of  former  hospital  inmates. 

Medical  Staff  and  Medical  Education.  In  considering  the  medical 
organization  of  the  hospital  we  have  thus  far  kept  in  view  the  immediate 
needs  of  the  patient.  Before  passing  to  the  question  of  the  relation  of  the 
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staff  to  medical  education,  we  should  perceive  that  the  new  point  of  view 
is  not  wholly  dissociated  from  that  of  the  patient’s  interest.  Hospitals 
which  are  engaged  in  the  promotion  of  medical  education  are  bound  to 
maintain  high  standards  of  professional  achievement.  Their  staffs  enjoy 
the  inspiration  of  teaching  and  are  compelled  to  keep  abreast  of  the 
times.  Such  hospitals  are  constantly  in  the  public  eye,  are  subject  to  the 
keenest  criticism  from  without  and  within,  and  owing  to  the  rivalry 
among  teaching  institutions,  are  bound  to  favor  any  policy  which  will 
enhance  their  efficiency. 

Hospitals  are  frequently  spoken  of  as  “teaching  hospitals”  or  “non¬ 
teaching  hospitals.”  The  principal  teaching  hospitals  are  those  associated 
with  medical  schools;  but  any  hospital  admitting  undergraduate  students 
to  its  wards  and  laboratories,  and  even  those  providing  an  instructive 
course  of  work  for  medical  graduates,  may  claim  rank  in  the  same  class. 

Of  course,  no  one  in  his  right  mind  would  willingly  subject  himself 
to  reckless  medical  experiments.  On  the  other  hand,  the  physician  who 
in  his  private  or  hospital  practice  never  makes  an  experiment  based  on 
reasonable  deduction  from  known  facts,  or  on  results  empirically  obtained 
by  competent  professional  observers,  does  not  fully  grasp  his  opportunities 
or  responsibilities.  Legitimate  experiments  in  therapy,  and  constant  study 
of  the  sciences  underlying  the  treatment  of  disease,  mark  the  progress  of 
every  practitioner  who  is  successful  in  the  better  sense  of  the  term ;  if  the 
presence  of  students  as  witnesses  of  such  experiments  alters  the  situation 
at  all,  it  does  so  in  a  manner  beneficial  and  not  injurious  to  the  patient. 
The  presence  of  students  admonishes  the  physician  to  exercise  his  best 
care  and  judgment,  since  to  fail  before  this  critical  audience  is  to  suffer 
injury  to  his  dearest  possession — his  professional  reputation. 

As  the  house  staff  grows  from  year  to  year,  and  as  undergraduate 
students  take  their  place  beside  the  members  of  the  graduate  staff,  the 
need  for  strong  government  increases.  For  administrative  purposes,  it  is 
wise  to  subordinate  the  house  staff  directly  to  the  superintendent  of  the 
hospital,  if  the  latter  is  a  medical  man,  and  to  emphasize  his  authority  by 
the  title  of  “Resident  Physician  and  Superintendent”  or  “Medical  Super¬ 
intendent.”  The  value  of  such  control  increases  in  proportion  to  the  size 
and  complexity  of  the  hospital.  Especially  in  hospitals  where  teaching  is 
systematically  done,  will  an  administrator  of  professional  training  who  is 
familiar  with  the  aims  and  methods  of  medical  education,  is  in  sympathy 
with  its  ideals,  and  yet  is  cognizant  of  the  inviolable  rights  of  patients 
and  aware  of  every  avenue  through  which  abuse  may  enter,  prove  of 
inestimable  value  to  the  college  faculty  and  a  bulwark  of  safety  for  the 
patients. 
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We  must  not  overlook  the  value  to  medical  education  and  to  the 
promotion  of  medical  science  which  lies  in  careful  preparation  of  clinical 
records  and  in  the  intelligent  compilation  of  statistical  reports.  Widespread 
recognition  of  the  office  of  medical  registrar  in  the  scheme  of  hospital 
organization  is  producing  an  improvement  in  the  treatment  of  hospital 
statistics  from  which  contributions  to  preventive  medicine  and  to  the 
knowledge  of  the  social  aspects  of  disease  are  being  derived. 

With  regard  to  the  visiting  staff  and  its  organization  in  relation  to 
medical  education,  let  me  say,  at  the  risk  of  seeming  repetitious,  that  if 
fragmentation  of  the  hospital  service  is  avoided  and  medical  and  surgical 
divisions,  respectively,  are  grouped  under  single  heads,  the  systematic 
study  of  cases  and  rational  experimentation  will  be  facilitated.  The  num¬ 
ber  of  patients  to  be  assigned  to  each  attending  officer  should  be  so 
limited  that  a  thorough  study  of  every  case  may  be  reasonably  assured. 

I  believe  that,  contrary  to  the  rule  of  some  hospitals,  the  association 
of  attending  physicians  and  surgeons  with  medical  schools  and  with  other 
hospitals  should  be  encouraged,  in  order  to  multiply  the  sources  from 
which  knowledge  applicable  to  the  work  of  the  hospital  may  be  derived; 
but  no  such  association  with  its  consequent  demand  of  time  and  service 
should  be  accepted  as  an  excuse  for  the  neglect  of  hospital  duty. 

In  order  to  extend  the  privileges  of  the  hospital  to  a  wide  circle  of  the 
medical  profession,  it  is  advisable  to  limit  the  number  of  beds  assigned 
to  any  one  attending  physician  and  surgeon,  and  provide  a  substitute 
or  adjunct  for  each.  This  plan  is  superior  to  one  which  includes  larger 
individual  services  with  frequent  rotation  of  duty  because  frequent  changes 
interfere  with  that  continuity  of  study  and  observation  which  best  pro¬ 
motes  discovery. 

Medical  Staff  and  Hospital  Economy.  The  organization  of  the 
medical  staff  may  be  studied  with  regard  to  its  effect  on  hospital  income 
and  expenditure.  The  practice  of  selecting  candidates  for  hospital  appoint¬ 
ment  chiefly  with  a  view  to  increasing  the  income  of  the  hospital  by 
levying  upon  the  fortunes  or  the  influence  of  appointees  is  fraught  with 
danger,  because  it  opens  the  doors  to  wealth  while  it  bars  out  worth  and 
talent.  Even  if  commercial  standards  were  admissible,  I  believe  it  could 
be  shown  that  in  the  long  run  the  services  of  a  visiting  physician  of 
marked  ability  will  do  more  to  enhance  the  popularity  and  increase  the 
wealth  of  an  institution  than  any  contribution  of  ready  money  linked 
to  the  work  of  an  unfit  man. 

In  one  form  only  is  the  acceptance  of  money  from  medical  workers 
justifiable,  and  that  is  when  fees  are  paid  by  medical  students  in  whose 
interest  facilities  for  teaching  are  maintained.  Hospitals  which  open  their 
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doors  to  students  find  their  participation  in  medical  education  costly.  A 
teaching  hospital — that  is,  one  having  demonstration  rooms,  lecture 
rooms,  cloak  rooms,  and  students’  laboratories — may  cost  as  much  as  a 
third  more  than  one  in  which  no  teaching  facilities  are  included.  It 
would  seem  that  the  hospital  is  entitled  to  a  fee  from  the  student  who 
benefits  by  these  arrangements.  But  if  the  privileges  afforded  to  the  non¬ 
resident  student  are  valuable,  of  how  much  greater  value  are  the  far- 
reaching  privileges  which  are  open  to  the  resident  house  staff.  These 
men,  however,  give  all  their  time  to  the  hospital,  and  the  service  exacted 
of  them  offsets  their  privileges.  The  exaction  of  fees  from  the  regular  house 
staff  would,  therefore,  be  inequitable. 

The  organization  of  the  medical  staff  of  the  hospital  proper,  by  which 
I  mean  the  public  wards,  must  not  be  sacrificed  to  the  business  needs  of 
an  overgrown  department  for  private  patients.  The  test  of  a  hospital 
physician’s  worth  is  his  ability  and  faithfulness  in  caring  for  the  hospital’s 
ward  patients;  if  in  addition  to  this  he  is  able  to  send  many  patients  to 
the  private  wards,  well  and  good ;  if  not,  his  position  on  the  staff  must  not 
be  jeopardized.  While,  as  a  rule,  private  wards  will  not  yield  any  con¬ 
siderable  surplus  revenue,  yet  they  ought  to  take  care  of  themselves  finan¬ 
cially;  and  in  planning  the  medical  organization  of  this  department  the 
hospital  will  do  well  to  extend  its  privileges  to  a  circle  sufficiently  wide  co 
guarantee  a  self-supporting  department.  This  can  be  done  and  should  be 
done  without  prejudice  to  the  public  ward  service. 

From  time  to  time,  hospitals  will  find  themselves  in  the  dilemma  of  a 
well-known  hospital  which  erected  a  large  buliding  for  pay  patients  but 
found  the  maintenance  of  this  building  so  costly  as  to  constitute  a  drain 
on  the  treasury.  Half-empty  private  wards  did  not  pay;  and  for  its  own 
protection  the  hospital  was  compelled  to  abandon  the  restrictions  previ¬ 
ously  placed  upon  the  treatment  of  patients  in  its  private  wards.  These 
privileges,  originally  confined  to  the  regular  attending  physicians  and 
surgeons  of  the  public  wards,  were  now  extended  to  former  members  of 
the  house  staff  and  to  older  members  of  the  dispensary  staff,  and  the 
financial  strain  was  thus  relieved.  Observe,  however,  that  the  difficulty 
growing  out  of  an  overbalanced  private  department  was  in  this  instance 
overcome  without  interfering  in  any  way  with  the  medical  organization 
of  the  hospital  proper,  the  characteristics  of  which  must  be  determined  by 
the  needs  of  the  chief  class  of  its  patients,  and  without  regard  to  financial 
consideration. 

Having  thus  briefly  alluded  to  the  points  of  contact  between  medical 
organization  and  hospital  income,  we  may  pass  on  to  the  subject  of 
hospital  expenditure.  It  is  customary  to  assume  that  the  attending  staff 
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is  careless  in  the  use  of  hospital  property,  that  its  example  is  communi¬ 
cated  to  the  house  staff  and  nurses,  and  that  hospital  expenditure  is 
thereby  increased.  While  there  is  some  truth  in  these  suppositions,  the 
underlying  cause  is  disregard  of  the  principles  of  economy  in  the  medical 
organization  of  the  hospital.  Is  it  not  a  blunder  to  cut  off,  by  an  artificial 
gulf,  the  professional  conduct  of  the  hospital  from  its  business  admin¬ 
istration?  The  functions  of  the  two  departments  are  not  only  comple¬ 
mentary — they  shade  into  one  another  and  are  not  practically  sep¬ 
arable. 

Much  can  be  gained  for  economical  use  of  supplies  by  providing  a 
place  in  the  medical  hierarchy  for  the  chief  executive  officer  of  the  hos¬ 
pital — an  arrangement  which,  as  already  pointed  out,  is  desirable  on 
other  grounds  as  well.  But  such  an  inclusion  of  the  chief  administrative 
officer  in  the  medical  system  of  the  hospital  is  only  a  beginning;  it  places 
him  in  close  official  contact  with  the  medical  staff,  enabling  him  discreetly 
and  without  offense  to  admonish  them  of  their  oversights. 

Of  greater  importance  is  a  clear  understanding  and  a  systematic  use 
of  the  economic  facts  in  regard  to  medical  administration.  It  is  unreason¬ 
able  to  expect  visiting  physicians  and  surgeons  to  devote  time  to  a  study 
of  the  details  of  hospital  expenditure,  a  study  foreign  to  their  daily 
thought;  but  it  is  both  reasonable  and  just  to  require  them  to  give  at  least 
as  much  time  to  the  subject  as  may  be  necessary  to  familiarize  themselves 
with  facts  ascertained  through  systematic  records,  showing  in  detail  and 
by  comparison  of  ward  with  ward  and  department  with  department,  the 
amount  spent  for  all  supplies  used  in  the  discretion  of  the  medical  staff. 
These  facts,  thoroughly  digested  and  graphically  described,  should  be 
presented  at  regular  meetings  of  the  medical  board  of  the  hospital, 
accompanied  by  pertinent  recommendations  by  the  lay  board  or  superin¬ 
tendent.  Why  may  not  the  reading  of  such  reports  constitute  a  routine 
part  of  the  monthly  business  meeting  of  the  medical  board,  so  that  there 
can  be  no  shirking  of  the  duty  of  preparing  the  reports  and  no  chance  of 
overlooking  their  significance?  This  is  but  one  phase  of  the  co-operation 
with  the  chief  executive  officer  of  the  hospital  which  should  be  kept  con¬ 
stantly  in  mind  and  which  should  be  encouraged  to  the  utmost  in  the 
determination  of  official  relations. 

With  every  medical  appointment  there  should  go  a  suitable  reward 
for  the  service  exacted.  It  is  a  mistake  to  lean  too  heavily  upon  the  sup¬ 
posed  altruism  of  the  medical  staff.  The  beginner  who  enters  the  service 
of  the  hospital  fired  with  zeal  for  mankind  may  find  his  ardor  cooled  by 
the  contemplation  of  the  material  needs  of  a  growing  family.  While  par¬ 
ticipating  willingly  in  the  work  of  the  hospital,  he  cannot  shirk  his 
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responsibilities  as  a  citizen,  husband,  or  father,  nor  is  it  right  for  the 
hospital  to  belittle  these  claims. 

For  the  attending  physician,  who  gives  only  part  of  his  time  to  the 
hospital  work  and  who  in  return  secures  opportunities  for  study,  teaching, 
and  prestige  associated  with  these,  there  need  be  no  question  of  salary; 
for  the  house  staff,  too,  the  professional  rewards  are  surely  commensurate 
with  the  sacrifice  made;  but  medical  men  who  devote  all  or  a  large  part 
of  their  time  either  to  executive  work  or  to  laboratory  duties  are  entitled 
to  be  paid  in  money.  This  principle  is  rapidly  gaining  recognition. 

While,  under  the  prevailing  form  of  organization,  salaried  members 
of  the  medical  staff  are  few,  so  great  are  the  advantages  associated  with 
hospital  service  that  the  average  physician  who  gives  only  part  of  his 
time  to  the  hospital  considers  himself  amply  repaid.  The  rule  may  be  laid 
down  that  those  whose  opportunities  for  earning  a  livelihood  outside  the 
hospital  are  directly  promoted  by  their  hospital  connection  may  reason¬ 
ably  be  expected  to  give  their  services  to  the  nonpaying  patients  of  the 
hospital  without  monetary  return ;  while  those  whose  hospital  work  inter¬ 
feres  with  the  acquisition  of  a  private  practice  are  entitled  to  remuneration 
in  proportion  to  the  sacrifice  made  and  the  service  rendered. 

Rights  of  the  Medical  Staff.  Whether  the  attending  and  resident 
staff  receive  salaries  or  not,  or  whether  some  receive  salaries  while  others 
do  not,  no  payment  of  fees  should  be  tolerated  for  the  treatment  of 
patients  in  the  public  wards.  But  we  must  not  permit  well-to-do  patients 
to  enter  the  hospital  for  the  purpose  of  escaping  the  payment  of  the 
legitimate  fees  of  the  physicians  or  surgeons  whose  services  they  seek. 
Private  rooms  exist  for  the  convenience  of  the  well-to-do  classes,  from 
whom  it  is  right  to  demand  suitable  payment  for  everything  furnished. 
The  service  given  by  the  attending  physician  is  distinct  from  that  ren¬ 
dered  by  the  hospital,  and  should  be  paid  for  at  the  rates  current  for  such 
service  and  without  deduction  for  the  benefit  of  the  institution.  The  daily 
or  periodic  charges  of  the  hospital  should  fully  cover  its  expenses. 

There  should  be  due  recognition,  in  annual  reports  and  other  official 
publications,  of  the  work  done  by  the  medical  staff.  All  the  sacrifices 
made  for  the  hospital  and  its  patients  are  not  accounted  for  in  the  sub¬ 
scription  lists.  However  just  we  may  strive  to  be,  however  sure  that  our 
scheme  of  organization  is  such  that  the  staff  is  properly  compensated  for 
everything  it  does,  many  medical  men,  inspired  by  the  most  praiseworthy 
motives,  will  continue  to  contribute  to  the  hospital  far  more  than  can  ever 
be  repaid;  to  these  honor  should  be  ungrudgingly  given. 

Not  by  public  recognition  alone  should  the  hospital  reward  those  who 
give  their  strength  unreservedly  to  its  cause.  It  should  guarantee  per- 
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manency  of  tenure  to  those  whose  duties  are  faithfully  performed, 
promoting  them  from  dispensary  to  hospital,  from  positions  of  small 
opportunity  and  scant  emolument  to  places  of  greater  responsibility  and 
wider  influence;  and  when  their  strenuous  professional  life  is  terminated 
by  retirement,  the  hospital  should  elevate  them  to  honorary  positions 
which  will  advertise  to  the  new  generation  the  work  that  has  been  done 
and  the  distinction  earned. 

Since  the  hospital  is  the  scene  of  the  chief  activities  of  many  of  the 
best  minds  in  the  medical  profession,  is  it  not  right  that  it  should  give  to 
the  intellectual  powers  of  its  staff  the  freest  play  consistent  with  the  good 
of  its  patients?  To  do  this,  proper  facilities  should  be  provided  for  a 
reasonable  amount  of  scientific  research;  the  staff  should  be  protected 
from  the  enforced  superficiality  which  results  from  assigning  too  many 
patients  to  one  man ;  vacations  should  be  made  compulsory,  to  protect  the 
self-forgetful  worker  from  the  consequences  of  his  own  zeal  and  to  afford 
opportunities  for  developing  and  training  assistants  on  whom  larger 
responsibilities  are  ultimately  to  fall;  permission  should  be  granted  to 
teach  and  to  profit  by  contact  with  younger  men,  who  bring  with  them 
from  college  new  problems  and  the  revelations  of  a  constantly  unfolding 
science. 

We  must  not  shirk  the  question  of  the  medical  staff’s  right  to  partici¬ 
pate  in  the  hospital  councils.  The  vital  question  is  not  whether  the  govern¬ 
ing  body  of  the  hospital  is  exclusively  a  lay  board  or  a  joint  body  of  lay¬ 
men  and  physicians;  for  in  any  event,  from  the  very  nature  of  the  hos¬ 
pital’s  work,  medical  opinion  is  bound  to  play  a  large  part  in  formulating 
its  policies.  Even  when  absolute  power  of  appointment  and  removal  of 
medical  staff  members  is  vested  in  the  lay  board,  the  medical  board  will 
exercise  a  powerful  influence  if  the  members  of  the  medical  staff  are  wise, 
honest,  well  qualified  for  their  duties,  and  loyal  to  the  hospital  and  to  one 
another.  No  body  of  hospital  trustees  can  escape  the  influence  of  a  medical 
board  so  constituted,  and  no  board  of  trustees  that  is  worthy  of  its  trust 
wishes  to  do  so. 

It  is  best  unquestioningly  to  leave  to  the  lay  board  all  the  power  and 
responsibility  of  initiating  hospital  enterprises,  of  fixing  the  budget,  of 
securing  public  or  private  support,  of  appointing  executive  officers,  of 
receiving  and  disposing  of  legacies  and  donations.  In  matters  that  are 
purely  medical  or  in  which  the  professional  qualifications  of  medical  men 
are  concerned,  the  medical  staff  is  entitled  not  only  to  exercise  its  moral 
influence,  but  to  have  representation  and  voice.  I  know  of  no  better  plan 
to  secure  this  representation  than  by  a  conference  committee  made  up  of 
a  standing  committee  of  the  lay  board  and  a  committee  of  like  number 
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appointed  by  the  medical  board.  This  conference  committee  meets  at  the 
call  either  of  the  president  of  the  hospital  or  the  president  of  the  medical 
board.  All  medical  matters  affecting  the  interests  of  the  hospital  are 
referred  to  it  for  consideration  and  report  before  final  action  is  taken. 

The  rights  of  the  medical  staff  are  as  few  and  as  simple  as  their  duties 
are  many  and  involved.  But  few  as  they  are,  their  proper  recognition  is 
an  indispensable  condition  of  healthy  hospital  organization.  To  uphold 
them  there  is  needed  not  so  much  a  militant  medical  board,  with  a  con¬ 
spicuous  chip  on  its  shoulder,  as  an  honest  acceptance  of  duty,  sympathy 
with  the  aims  of  the  institution,  and  a  self-respect  which  scorns  profes¬ 
sional  jealousy.  In  the  hands  of  a  medical  board  which  stands  ready  to 
promote  talent,  to  reward  industry,  and  to  labor  devotedly  for  the  welfare 
of  the  hospital,  the  rights  of  the  medical  staff  are  secure. 


2 


Lay  Board  and  Medical  Staff 


No  physician  can  be  assigned  to  ward  or  to  dispensary  duty  who  has 
not  voluntarily  sought  or  accepted  such  an  appointment.  Whoever  seeks 
or  accepts  a  hospital  assignment  does  so,  one  must  suppose,  either  as  an 
act  of  benevolence,  or  to  obtain  some  real  or  imagined  benefit.  In  some 
instances,  both  motives  may  be  involved.  But  whatever  the  motive,  the 
act  is  certainly  voluntary.  The  physician  who  joins  a  hospital  staff,  of 
course,  agrees  expressly  or  by  implication  to  conform  to  the  rules  of  the 
institution.  If  the  rules  are  not  to  his  liking,  he  is  free  to  withdraw. 

It  is  undeniably  true  that  free  medical  service  in  the  hospital  is  an 
individual  contribution  of  the  physician  and  that  he  is  under  no  sort  of 
obligation  to  render  such  service  against  his  will.  What  we  wish  to  know 
is  this :  Assuming  the  willingness  of  the  physician  to  contribute  a  certain 
amount  of  free  service  to  the  poor  and  to  use  the  hospital  as  the  vehicle 
of  his  contribution,  how  can  the  hospital  be  best  administered — by  a  lay 
board,  or  by  a  mixed  body  representing  the  hospital’s  character  as  a 
partnership  in  philanthropy  of  lay  contributors  and  physicians? 

I  favor  lay  control,  under  suitable  conditions  naturally,  because:  (/) 
Properly  chosen  lay  boards  are  familiar  with  the  principles  and  methods 
of  business  administration;  physicians  usually  are  not.  (2)  A  lay  board 
rightly  constituted  inspires  the  confidence  of  those  who  are  able  to  make 
generous  contributions  toward  the  support  of  hospitals.  (3)  The  lay 
trustee  has  no  personal  ax  to  grind;  as  against  this,  the  physician’s  per¬ 
sonal  interests  are  bound  up  with  his  hospital  prerogatives,  for  his  col¬ 
leagues  are  also  his  competitors.  (4)  The  lay  trustee  is  not  hampered  by 
professional  etiquette;  the  physician  is.  (This  may  seem  to  conflict  with 
the  preceding  statement,  but  the  judgment  of  physicians  is  apt  to  be 
warped  both  by  personal  interest  and  by  professional  etiquette — some¬ 
times  by  one,  sometimes  by  the  other.) 

Under  lay  control,  hospitals  have  made  rapid  progress  in  building 
up  their  financial  resources,  in  winning  the  confidence  of  the  public, 
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and — please  mark  this — in  adopting  minimum  professional  standards 
recommended  by  competent  medical  groups.  Moreover,  many  lay  boards 
have  gradually  learned  to  understand  the  highly  complicated  nature  of 
hospital  administration  and  its  need  of  competent  leadership.  They  have 
come  to  recognize  the  importance  of  separating  hospital  administration 
from  clinical  medicine — a  distinction  many  physicians  do  not  grasp — 
and  are  prepared  to  follow  qualified  leadership. 

Of  course,  lay  hospital  administration  must  recognize,  both  in  prin¬ 
ciple  and  in  practice,  the  rights  of  medical  men;  I  mean  not  only  the 
rights  of  the  staff  but  the  rights  of  the  profession  in  general,  for  the  good 
and  bad  effects  of  hospital  administration  are  felt  far  beyond  the  hospital 
walls.  To  starve  the  medical  profession,  to  deprive  it  of  opportunities  for 
intellectual  growth  or  development  of  technical  skill,  to  deny  to  physicians 
an  adequate  and  reasonable  income,  or  to  restrict  hospital  privileges  to  a 
selected  few,  is  to  diminish  the  usefulness  of  a  professional  group  upon 
whose  welfare  the  progress  of  mankind  largely  depends.  Fortunately, 
many  examples  can  be  cited  of  lay  boards  that,  under  suitable  direction, 
are  supporting  hospital  programs  which  are  scientifically,  socially,  and 
ethically  sound.  I  do  not  suggest  that  any  lay  board  can  formulate  such  a 
program  unaided,  and  no  intelligent  lay  board  attempts  to  do  so.  fn  the 
administration  of  a  hospital  the  voice  of  medical  men  must  be  heard — 
not  the  voice  of  one  medical  man  or  of  a  small  inside  group,  but  the  voice 
of  the  entire  profession,  both  staff  and  nonstaff. 

Every  encouragement  should  be  given  to  staff  members  to  work  for 
and  insist  upon  sound  organization,  perfect  equipment,  adequate  labora¬ 
tory  service,  ample  nursing  support,  and  fair  treatment  generally,  not  only 
for  themselves  but  for  their  colleagues  beyond  the  walls.  In  the  actual 
administration  of  a  hospital,  however,  the  demands  of  the  staff  are  often 
hastily  made  and  the  needs  of  individual  departments  unduly  emphasized. 
Hospitals  are  compelled  to  face  contradictory  demands  that  call  for  care¬ 
ful  appraisal  and  adjustment.  An  administrator  who  is  familiar  with  the 
technic,  the  tendencies,  and  the  changing  language  of  modern  medicine, 
who  has  the  executive  gift,  who  knows  the  hospital’s  actual  and  potential 
resources  as  well  as  its  needs,  and  who  occupies  an  independent  position, 
is  best  qualified  to  guide  the  hospital  in  these  circumstances. 

I  do  not  believe  that  any  hospital  executive,  certainly  not  in  a  hos¬ 
pital  of  any  size,  can  function  properly  if  he  is  not  free  to  devote  all  his 
time  and  energy  to  the  study  of  hospital  administration  (to  the  rigid 
exclusion  of  other  business  or  professional  interests),  and  who,  moreover, 
is  not  independent  of,  however  well  disposed  he  may  be  toward,  the  hos¬ 
pital  staff.  To  thrust  administrative  responsibilities  on  men  who  are 
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immersed  in  the  study  and  practice  of  medicine  is  to  invite  confusion  and 
disaster.  If  the  administration  does  not  suffer,  the  clinical  service  will,  for 
no  clinician  who  is  true  to  the  demands  of  his  calling  can  give  to  the 
problems  of  hospital  administration — truly  appalling  nowadays  in  their 
number  and  complexity — the  time  and  thought  that  these  problems 
demand. 

The  contribution  of  clinicians  to  hospital  administration  can  best  be 
made  through  suitable  staff  organization  and  the  creation  of  an  appro¬ 
priate  mechanism  for  dealing  with  administrative  problems  that  have  a 
medical  bearing,  namely,  by  the  creation  of  co-ordinated  and  interlocking 
lay  and  medical  committees  competent  to  consider  these  problems  from 
all  angles.  The  assignment  of  appropriate  matters  to  such  committees 
places  upon  the  staff  certain  obligations  with  respect  to  administrative 
affairs,  but  the  burden  is  quite  different  from  that  which  would  flow  from 
responsible  membership  in  a  dual  board  of  trustees.  The  work  of  such 
joint  committees  reacts  beneficially  upon  the  minds  of  both  groups  and, 
in  a  hospital  where  mutual  good  will  prevails,  automatically  prevents  lay 
hospital  boards  from  disregarding  legitimate  medical  interests.  No  group 
of  lay  trustees,  accustomed  to  confer  with  a  vigorous  and  representative 
staff  committee,  runs  the  slightest  risk  of  assuming  that  the  gratuitous 
services  of  the  staff  are  the  “property  of  the  institution,”  or  that  hospital 
duties  can  be  assigned  arbitrarily  to  physicians  without  regard  to  what 
is  reasonable  and  just. 

It  is  not  as  if  the  lay  board  and  the  medical  staff  were  engaged  in 
competitive  conflict.  The  average  lay  board,  inspired  as  it  is  by  sound 
ideals  of  social  service,  is  quite  as  eager  as  the  staff  to  prevent  the  fraudu¬ 
lent  use  of  the  hospital’s  facilities.  In  some  two  hundred  or  more  hospitals 
whose  administrative  procedure  I  have  had  occasion  to  examine  closely, 
the  reckless  use  of  plant,  equipment,  or  medical  service  would  be  regarded 
as  bad  practice  and  would  not  be  willingly  tolerated;  these  are  typical 
community  hospitals  in  many  states.  If  applicants  for  free  treatment  in 
some  of  these  hospitals  are  not  routinely  subjected  to  a  rigorous  financial 
inquisition,  the  reason  may  be  that  when  systematic  financial  investiga¬ 
tions  were  made  in  the  past  they  revealed — as  in  my  own  intimate  ad¬ 
ministrative  experience — only  a  negligible  percentage  of  misrepresentation 
and  fraud.  That  physicians  should  not  be  victimized  by  unscrupulous 
patients  is  obvious,  and  where  physicians  question  the  adequacy  of  the 
protection  accorded  them  by  the  hospital  they  have  every  right  to  ask  the 
hospital  to  justify  its  methods;  this,  however,  can  be  done  without  revo¬ 
lutionizing  hospital  administration,  to  its  probable  detriment. 

It  is  true  that  annual  reports  of  hospitals  are  strangely  silent  on  the 
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gratuitous  service  of  physicians,  which  forms  an  integral  part  of  ordinary 
hospital  practice.  Those  who  have  been  identified  with  hospital  adminis¬ 
tration  and  have  shared  in  the  preparation  of  hospital  reports  know  that 
the  omission  is  due  to  thoughtlessness  and  not  to  any  desire  to  conceal  a 
vital  fact  in  medicosocial  economics. 

After  a  careful  statistical  analysis,  a  hospital  will  claim  credit  for  free 
work  involving  expenditure  of,  let  us  say,  $60,000  of  community 
funds,  derived  in  part  from  voluntary  gifts  and  in  part,  perhaps,  from  a 
municipal  grant.  Buried  somewhere  in  the  text  of  the  report  there  may 
be  a  brief  word  of  appreciation,  written  by  the  president  of  the  board, 
of  the  medical  staff’s  participation  in  the  hospital’s  activities;  but  the 
reader  will  look  in  vain  for  anything  like  an  adequate  description  of  the 
free  work  contributed  by  the  staff,  or  an  understandable  estimate  of  the 
money  value  of  that  work.  The  picture  of  the  hospital’s  activities  which 
is  presented  to  the  community  is  incomplete  and  the  hospital  report  has 
little  value  to  the  student  of  medical  economics  who  wishes  to  know  just 
how  medical  service  is  obtained  for  the  poorer  members  of  society,  and 
who  foots  the  bill. 

I  can  perhaps  best  bring  out  the  importance  of  the  matter  by  an 
attempt  to  compute,  roughly  but  conservatively,  the  value  of  the  free 
service  of  an  imaginary  hospital.  Assuming  that  the  hospital  in  question 
admitted  1 ,000  free  patients  in  the  course  of  a  year,  probably  three-fifths, 
certainly  one-half  of  this  number  would  be  surgical  cases.  We  should 
therefore  not  be  far  out  of  the  way  if  we  assumed  that  out  of  1,000 
patients,  500  required  surgical  treatment.  If  we  put  the  money  value  of 
each  major  surgical  procedure  at  $100,  the  surgical  staff  will  have  con¬ 
tributed  $50,000  worth  of  free  surgical  work.  We  could  hardly  be  accused 
of  exaggerating  the  value  of  medical  service  rendered  in  the  wards  if  we 
said  that  the  work  of  the  staff,  amounting  to  12,000  days  of  free  care  of 
acutely  sick  patients,  was  worth  $3  a  day,  or  $36,000  for  the  year;  nor 
would  it  be  extravagant  to  assign  to  each  of  the  20,000  consultations  in 
the  outpatient  department  a  value  of  $1  a  consultation,  or  $20,000  for 
the  year.  When  we  add  up  $50,000  of  surgical  work,  $36,000  of  ward 
service,  and  $20,000  of  dispensary  service,  the  total  is  $106,000,  a  mod¬ 
erate  estimate  of  the  value  of  free  professional  service  in  a  hospital  whose 
parallel  cash  outlay  amounted  to  only  $60,000.  I  am,  of  course,  aware 
of  the  fact  that  $60,000  would  not,  in  such  a  case,  represent  the  total 
amount  contributed  by  the  community,  since  it  covers  current  expenses 
only  and  does  not  take  into  account  capital  outlay,  which  logically  must 
be  included  as  an  additional  community  contribution.  But  after  analyzing 
numerous  hospital  reports,  I  am  prepared  to  say  that  the  money  value  of 
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the  free  service  given  by  the  staff  is  in  many  cases  at  least  equal  to  the 
cash  contributions  for  all  purposes  which  are  made  by  the  community. 
Moreover,  whatever  the  relative  value  of  these  two  intimately  associated 
services  may  be,  it  is  important  that  the  facts  should  be  disclosed  by 
hospital  reports,  for  without  them  the  medical  economist  and  the  legis¬ 
lator  must  lack  knowledge  indispensable  to  a  proper  understanding  of 
social  processes  and  public  needs. 

Whether  the  medical  profession  can  afford  to  continue  its  service  to 
hospitals  without  being  paid  for  it  directly  (or  paid  for  it  at  all)  is  a 
question  that  merits  consideration  by  itself;  here  and  there  the  voice  of 
an  individual  or  of  a  committee  has  been  raised  in  protest,  but  generally 
speaking  physicians  thus  far  have  eagerly  sought  opportunities  for  hospital 
service  without  pay.  I  hope  I  have  shown  (and  it  is  scarcely  a  discovery) 
that  the  unpaid  service  of  hospital  staffs  is  a  major  element  in  hospital 
economics  and  that  it  is  desirable  that  hospitals  bring  out  the  facts  by  a 
method  of  presentation  to  be  agreed  on  between  hospital  boards  and 
hospital  staffs.  A  statement  of  free  medical  service  in  estimated  dollar 
value,  based  on  prevailing  local  rates,  would  probably  be  most  readily 
understood  by  the  lay  public,  but  if  an  agreement  cannot  be  reached  as 
to  a  scale  of  money  values,  the  work  could  readily  be  tabulated  in  terms 
of  service  units.  In  any  event,  the  physician  should  be  given  his  due. 

There  are  those  who  believe  that  medical  attendance  in  hospitals 
which  are  supported  by  taxation  should  be  paid  for  along  with  all  the 
other  facilities  the  institution  supplies,  and  should  not  be  gratuitous.  One 
should  not  forget  that  the  physician  as  taxpayer  contributes  to  the  sup¬ 
port  of  the  government-owned  hospital  in  the  same  proportion  as  other 
citizens,  and  I  agree  that  the  government  is  unwarranted  in  demanding 
from  the  physician  any  sacrifice  it  does  not  require  of  his  fellow  citizens. 
Does  it  follow  that  physicians  may  not  in  their  own  discretion  contribute 
their  services  gratuitously  to  indigent  patients  in  public  hospitals  in  the 
same  manner  in  which  they  contribute  their  services  to  this  class  of 
patients  in  private  charitable  institutions?  There  is,  of  course,  no  obliga¬ 
tion  to  contribute  this  service  in  either  case,  and  it  is  obvious  that  whether 
the  contribution  of  free  professional  service  is  made  through  a  public  or 
a  private  institution,  it  is  a  contribution  different  in  kind  and  notably 
greater  in  degree  than  that  which  the  ordinary  citizen  makes,  whether  as 
a  taxpayer  sharing  in  the  support  of  a  public  institution  or  as  a  voluntary 
contributor  to  the  funds  of  a  private  hospital. 
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The  Surgeon 


This  discussion  of  the  relations  between  the  hospital  and  the  surgeon 
is  intended  to  show  how  and  to  what  extent  surgical  efficiency  can  be 
promoted  by  hospital  organization  and  administration. 

With  a  view  to  the  orderly  presentation  of  the  subject,  six  headings 
have  been  adopted,  under  each  of  which  several  related  topics  will  be 
treated.  These  headings  cover:  (/)  making  or  training  the  surgeon; 
(2)  selection  of  the  surgeon ;  (3)  remunerating  the  surgeon ;  (4)  promot¬ 
ing  surgical  work  by  means  of  organization  and  equipment;  (5)  regu¬ 
lating  or  controlling  the  surgeon;  and  (6)  the  question  of  “hospital 
monopoly.” 

Training.  Choice  of  Interns.  In  choosing  its  interns,  the  hospital  prac¬ 
tically  determines  who  shall  and  who  shall  not  receive  surgical  training. 
The  intern  of  today  is  the  visiting  surgeon  and  the  surgical  consultant  of 
tomorrow;  the  selection  of  hospital  interns  is  therefore  of  fundamental 
importance.  The  choice  of  hospital  interns  ought  to  be  directed  by  a 
prophetic  insight,  which  unfortunately  is  generally  lacking  in  hospital 
committees.  In  the  absence  of  trustworthy  intuition,  one  is  bound  to 
exercise  reasonable  caution.  Examinations  should  be  conducted  by  a 
qualified  committee,  and  every  known  means  should  be  utilized  to  estab¬ 
lish  the  relative  abilities  and  the  relative  promise  of  the  candidates.  Interns 
should  not  be  assigned  to  their  respective  duties  in  the  hospital  in  hit-or- 
miss  fashion;  their  capacities,  tendencies,  and  character  should  be  care¬ 
fully  considered.  After  making  the  first  departmental  assignment,  the 
hospital  can  do  or  leave  undone  much  that  is  essential  to  proper  surgical 
training. 

Length  of  Internship.  Of  first  importance  are  the  duration  and  char¬ 
acter  of  the  intern’s  service.  A  hospital  may  choose  to  give  many  men  a 
smattering  of  surgical  knowledge  and  a  moderate  degree  of  surgical  skill, 
or  it  may  train  a  few  men  thoroughly.  The  hospital  which  graduates  a 
house  surgeon  in  six  or  even  twelve  months  contributes  little  to  surgical 
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progress.  At  the  other  end  of  the  scale  is  the  hospital  which,  under  a 
system  of  graduated  promotions,  keeps  its  residents  indefinitely — a  plan 
which  has  much  to  recommend  it  in  individual  instances,  but  the  general 
adoption  of  which  would  unduly  restrict  the  privilege  of  surgical  training. 
The  middle  course,  which  at  present  is  followed  by  most  hospitals  in  this 
country,  provides  for  a  period  of  training  of  not  less  than  twelve  and  not 
more  than  twenty-four  months. 

“Mixed.”  House  Service.  No  definite  recommendations  will  be  made 
here  concerning  the  duration  of  surgical  internship;  I  wish  to  lay  stress 
on  the  quality  of  the  training  rather  than  on  its  precise  duration.  For 
example,  the  intern  whose  aim  is  surgery  should  not  have  his  attention 
directed  exclusively  to  surgery  at  the  outset  of  his  hospital  career;  the 
training  of  the  surgeon-to-be  should  preferably  be  “mixed,”  and  should 
include  a  period  of  service  in  medical  wards.  The  medical  point  of  view, 
once  acquired,  will  not  be  readily  discarded;  as  an  asset  to  the  surgeon, 
it  is  invaluable. 

So  much  time  is  necessarily  spent  by  the  surgical  staff  in  performing 
operations  and  treating  wounds  that  the  more  refined  methods  of  diag¬ 
nosis  and  observation,  more  easily  and  more  generally  practiced  in  the 
medical  wards,  are  often  neglected.  The  surgeon  is  frequently  called  on 
to  treat  a  localized  physical  condition  which  is  perfectly  patent  and  which 
demands  prompt  operative  relief ;  hence  he  may  acquire  the  habit  of  mak¬ 
ing  a  snap  diagnosis,  a  method  which,  for  surgical  purposes,  is  often  sing¬ 
ularly  effective.  An  abscess  may  advantageously  be  opened,  or  a  hemor¬ 
rhage  successfully  controlled,  without  an  exhaustive  inquiry  into  the 
patient’s  family  history,  and  without  performing  searching  clinical  tests. 
The  habit  of  rapid  diagnosis  may,  however,  be  carried  too  far.  Certainly  it 
tends  to  preclude  the  more  careful,  deliberate,  and  thorough  investigation 
which  is  often  essential  to  the  correct  diagnosis  of  obscure  or  complicated 
pathological  conditions,  and  which  is  more  likely  to  be  practiced  by  the 
visiting  staff,  and  therefore  learned  by  the  intern,  in  the  medical  wards.  In 
ideal  practice,  a  medical  diagnostician  would  be  associated  with  every  busy 
surgeon.  Under  the  ordinary  conditions  of  private  practice,  such  associa¬ 
tion  is  not  always  possible,  and  the  surgeon,  consequently,  must  be  not 
only  operator  but  diagnostician  as  well.  It  is  because,  in  later  life,  he  will 
frequently  carry  this  double  responsibility  that  the  beginner  should  not 
be  plunged  too  quickly  into  the  alluring  atmosphere  of  the  operating 
room,  where  all  the  conditions  favor  quick  decision  and  action,  but  should 
first  be  trained  thoroughly  in  diagnostic  investigation,  an  art  which  attains 
its  highest  development  in  the  medical  wards. 

T raining  in  Pathology.  If  it  is  true  that  the  surgeon  should  have  some 


102 


HOSPITAL  AND  DOCTOR 


preliminary  training  in  medical  diagnosis  and  therapy,  it  is  no  less  true 
that  his  preliminary  education  should  include  a  course  in  pathology. 
Since  we  are  viewing  the  subject  from  the  point  of  view  of  hospital  ad¬ 
ministration,  let  me  suggest  that  the  hospital  laboratory  be  thrown  open 
as  widely  as  possible  to  the  surgical  intern  and  the  junior  visiting  surgeon. 
Providing  opportunities  for  the  study  of  pathology  by  those  who  are 
ultimately  to  be  the  hospital’s  chief  surgeons  will  prove  a  profitable 
investment. 

Selection.  Methods  of  Selection .  The  selection  of  an  attending  surgeon 
is  rarely  accomplished  without  criticism.  That  of  disappointed  candidates 
and  their  friends  cannot  be  avoided,  and  the  appointing  authority  need 
not  take  such  criticism  too  seriously  if  the  selection  has  been  made  con¬ 
scientiously.  Just  how  to  ascertain  the  relative  merits  of  the  candidates  is 
a  different  question. 

Merit  System.  Experience  has  demonstrated  that  it  is  possible  to  make 
surgical  appointments  or  other  professional  appointments  of  similar  grade 
under  civil  service  rules,  provided  the  rules  are  wisely  framed.  The  rating 
of  the  candidates  must,  of  course,  be  left  to  competent  persons.  One  of 
the  highest  developments  of  the  merit  system  is  the  employment  by  civil 
service  commissions  of  specially  qualified  examiners  who  are  expert  in 
their  respective  fields. 

A  competitive  examination,  honestly  conducted,  will  at  least  eliminate 
the  totally  unfit,  a  result  by  no  means  assured  in  municipal  hospitals 
which  are  under  unchecked  partisan  political  control.  It  is  just  as  prac¬ 
ticable  for  civil  service  examiners  as  it  is  for  private  hospital  boards  to 
make  proper  allowance  for  personality,  training,  and  the  diagnostic  and 
operative  skill  shown  in  the  past  performances  of  the  candidates;  civil 
service  examiners  are  under  no  compulsion  to  limit  their  attention  to  the 
candidate’s  ability  to  answer  textbook  questions. 

Power  of  Appointment.  Lay  trustees  are  probably  more  nearly  impar¬ 
tial  in  the  designation  of  medical  appointees  than  medical  men  would  be; 
laymen,  at  all  events,  are  less  likely  to  be  influenced  by  personal  or 
professional  relations  with  the  candidates,  and  are  in  a  better  position  to 
make  a  calm  and  thorough  canvass  of  the  field  in  search  of  the  best  men 
available.  Hospital  trustees  who  decline  to  bestow  the  power  of  appoint¬ 
ment  on  medical  men  without  check  are  not  wholly  unreasonable.  They 
may  wisely  retain  the  appointing  power  in  their  own  hands;  but,  recog¬ 
nizing  that  technical  matters  are  best  judged  by  experts,  they  should  not 
act  without  the  assistance  of  medical  advisers. 

Joint  Lay  and  Medical  Control.  I  have  yet  to  encounter  a  safer 
system  than  that  which  provides  that,  when  a  staff  vacancy  occurs,  a 


THE  SURGEON 


103 


committee  jointly  representing  the  lay  board  and  the  medical  board  be 
convened  to  prepare  a  list  of  men  eligible  to  fill  the  vacant  post.  Any 
candidate  who  successfully  withstands  the  fire  of  criticism  which  is  leveled 
at  him  in  the  course  of  such  a  joint  committee  meeting  is  pretty  certain 
to  possess  at  least  the  necessary  minimum  qualifications.  In  one  institution 
that  I  know  of,  the  list  created  by  the  joint  committee  is  subsequently  en¬ 
trusted  to  the  lay  committee  alone,  which  committee  makes  a  selection 
and  recommends  the  nominee  to  the  medical  and  lay  boards  in  turn  for 
confirmation.  This  system  includes  all  possible  safeguards.  Although  the 
actual  nomination  is  made  by  a  committee  of  laymen,  the  proposal  of  any 
candidate  whose  qualifications  have  not  been  approved  by  the  medical 
members  of  the  joint  committee  is  impossible.  A  further  safeguard  is 
provided  by  entrusting  the  veto  power  to  two  larger  bodies  of  medical 
men  and  laymen,  respectively. 

Appointments  Should  Be  Provisional.  But  in  spite  of  all  precautions, 
an  appointment  may  prove  unsatisfactory  for  one  reason  or  another.  A 
surgeon  who  is  personally  competent  may  fail  to  become  a  congenial  or  an 
efficient  member  of  the  staff.  On  account  of  this  possibility,  it  is  wise  to 
regard  all  appointments,  in  the  junior  grades  at  least,  as  trial  appoint¬ 
ments  only,  subject  to  cancellation  at  the  expiration  of  a  probationary 
period.  The  idea  that  a  surgeon,  once  appointed  to  a  hospital  position, 
thereby  acquires  a  lifelong  claim  on  the  job  is  inadmissible. 

The  “Popular”  Surgeon.  In  the  selection  of  a  surgeon,  trustees  may 
be  unduly  impressed  by  popularity.  A  surgeon  rarely  acquires  a  large 
clientele  unless  he  is  competent  to  operate,  but  the  most  popular  surgeon 
is  not  always  entitled  to  hospital  preferment.  A  surgeon  whose  private 
practice  is  so  large  as  to  exhaust  his  time  and  energy  cannot  be  expected 
to  be  punctual  in  attendance  on  the  wards,  or  to  be  deliberate,  careful, 
and  thorough  in  examining  ward  patients.  This  is  the  type  of  surgeon 
who  is  content  to  leave  diagnosis  and  other  preliminaries  in  the  hands  of 
the  house  staff  and  sees  his  patient  for  the  first  time  in  the  operating 
room.  Such  a  surgeon  may  be  entirely  willing  to  give  his  best  service 
to  the  hospital,  but  he  is  not  in  a  position  to  do  so.  The  function  of  the 
hospital  is  a  dual  one — first,  to  care  for  its  patients,  and  second,  to  con¬ 
tribute  to  the  advancement  of  medicine.  No  hospital  may  rightly  neglect 
either  of  these  functions.  A  surgeon  who  is  so  preoccupied  by  private 
practice  that  he  cannot  interest  himself  in  research  work,  cannot  train  his 
assistants,  and  cannot  co-operate  freely  with  the  laboratory  staff,  is  one 
whom  the  hospital  can  afford  to  pass  by. 

The  Surgeon  of  Many  Hospitals.  The  mistake  is  often  made  of  ap¬ 
pointing  to  a  hospital  position  a  surgeon  who  is  already  identified  with 
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several  other  institutions;  this  is  analogous  to  the  appointment  of  a  man 
who  is  overoccupied  with  private  practice.  It  is  evident  that  somebody 
must  suffer  when  such  an  appointment  is  made.  If  the  new  appointment 
is  more  attractive  than  the  old,  the  appointee  will  give  more  attention  to 
his  new  than  to  his  old  responsibilities,  a  result  which  raises  the  question 
of  fair  play.  It  is  conceivable  that  one  hospital  may  rank  distinctly  higher 
than  another  in  the  professional  opportunities  which  it  offers,  and  that 
the  appointment  to  such  a  hospital  of  a  man  already  holding  a  position 
elsewhere  would  be  a  deserved  promotion.  The  ranking  hospital,  under 
such  circumstances,  has  the  right  to  offer  an  appointment  to  the  man  of 
its  choice;  but  if  the  appointment  is  accepted,  the  situation  must  be 
frankly  faced  by  the  appointee,  who  should  not  attempt  to  monopolize 
the  field  or  to  undertake  impossibilities.  I  would  not,  however,  be  willing 
to  go  so  far  as  to  assert  that  no  surgeon  could  effectually  serve  more  than 
one  hospital;  indeed,  junior  members  of  the  staff  from  whom  only  an 
hour  or  two  of  service  daily  is  required,  and  whose  private  practices  are 
not  pressing,  may  be  encouraged  to  link  up  with  other  representative 
hospitals  where  opportunities  for  useful  and  progressive  service  present 
themselves.  Under  perfectly  ideal  conditions,  the  head  of  a  fully  developed 
clinical  service,  in  a  mature  general  hospital  of  ample  size,  would  not  be 
able  to  serve  a  second  hospital  satisfactorily  if  private  practice  demanded 
any  considerable  part  of  his  time. 

Local  Candidates.  Hospitals  depend  on  the  good  will  of  the  com¬ 
munities  they  serve.  Local  public  opinion,  therefore,  is  nearly  always  an 
important  factor  in  determining  the  official  acts  of  the  hospital  manage¬ 
ment.  To  offend  local  opinion  is  not  good  policy;  and  yet  it  may  be 
necessary  to  do  this  in  order  to  protect  the  hospital’s  higher  interests.  If, 
for  example,  an  important  position  is  open,  and  the  man  who  is  most 
conspicuously  qualified  to  fill  it  happens  to  be  a  resident  of  another  city, 
local  pride  will  rebel  against  his  appointment  and  will  urge  the  nomina¬ 
tion  of  some  local  practitioner.  The  hospital  board  encountering  such  a 
situation  is  in  a  difficult  position.  If  the  nonresident  candidate  is  ap¬ 
pointed,  the  hospital  will  lose  the  good  will  of  some  of  its  friends;  but 
this  loss  is  temporary,  and  in  the  long  run  will  be  offset  by  the  added 
reputation  which  the  better-qualified  candidate  will  eventually  bring  to 
the  hospital.  Geographic  limitations,  then,  should  not  be  permitted  to 
govern  too  strictly.  It  is  gratifying  to  observe  that  hospital  boards  are 
more  and  more  asserting  their  right  to  look  anywhere  for  men  who  are 
qualified  to  raise  the  hospital  to  the  highest  efficiency. 

In  some  instances,  important  medical  administrative  positions  have 
been  given  to  the  family  physicians  of  mayors,  men  wholly  inexperienced 
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in  the  work  assigned  to  them  and  claiming  no  special  qualifications.  With 
a  view  to  preventing  mistakes  of  this  sort,  it  is  suggested  that  hospital 
appointing  committees  include  members  of  the  medical  staff;  by  this 
means  the  error  of  any  trustee  who  might  venture  to  make  a  wholly 
inappropriate  nomination  would  be  readily  disclosed. 

Claims  of  the  Dispensary  Surgeon.  No  discussion  of  the  selection  of 
the  surgeon  would  be  complete  which  failed  to  take  account  of  an 
extremely  common  situation,  namely,  the  candidacy  of  a  surgeon  who 
has  long  served  the  institution  in  its  outpatient  department  against  that 
of  one  who  has  given  no  such  service.  The  lot  of  the  dispensary  surgeon 
is  not  a  particularly  happy  one;  with  rare  exceptions,  dispensary  service 
continues  to  be  performed  gratuitously.  While  the  hospital  is  not  justified 
in  promoting  from  its  outpatient  department  a  man  who  is  not  fitted  to 
do  the  work  that  will  be  demanded  of  him  as  visiting  surgeon,  one  with 
a  record  of  ungrudging  service  to  his  credit  should  be  preferred  to  an 
outsider  whose  qualifications  are  not  distinctly  superior. 

Remuneration.  Compensation  in  Opportunities .  In  the  hospital  as 
well  as  in  the  dispensary,  the  surgeon  usually  works  without  salary  or 
fee.  While  the  hospital  surgeon  sacrifices  time  and  strength  to  the  needs 
of  ward  patients,  his  sacrifices  are  offset  by  the  opportunities  that  his 
position  brings  to  him.  To  succeed  in  surgery  without  a  hospital  appoint¬ 
ment  is  an  uphill  fight;  as  surgical  work  increases  in  complexity  and 
increasingly  demands  the  support  of  other  diagnostic  and  therapeutic 
departments,  it  becomes  more  and  more  difficult  for  a  surgeon  to  practice 
independently  of  a  hospital.  In  the  hospital  the  surgeon  has  consultants 
at  command;  he  likewise  commands  the  facilities  of  the  laboratory  and 
of  the  x-ray  department,  and  the  invaluable  services  of  the  resident  medi¬ 
cal  and  nursing  staffs.  The  prevalent  keen  competition  for  unsalaried 
hospital  positions  indicates  clearly  enough  that  the  acceptance  of  such  a 
position  is  not  an  act  of  unadulterated  self-sacrifice,  and  that  indirect 
rewards  are  hoped  for. 

Unpaid  Service  or  Full-time  Salaried  Service.  The  hospital  may  find 
it  difficult  to  enforce  discipline  on  a  surgeon  who  must  get  his  living 
outside  of  the  hospital.  This  situation  must  be  faced  frankly.  Conceding 
that  the  strict  enforcement  of  hospital  regulations  does  occasionally  work 
great  hardship  on  the  visiting  surgeon,  the  primary  consideration  is  to 
provide  adequate  care  for  the  hospital’s  patients.  If  this  cannot  be  ob¬ 
tained  from  the  assigned  visiting  staff,  a  new  unpaid  staff  must  be  sub¬ 
stituted  which  can  and  will  give  the  required  service,  or  the  system  must 
be  changed.  Changes  in  system  have  already  been  tentatively  made  in  a 
number  of  notable  instances.  The  change  which  is  most  commonly  urged 
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is  the  substitution  of  a  full  staff  of  salaried  visiting  surgeons  for  an  un¬ 
salaried  staff ;  a  modification  of  this  system  is  the  appointment  of  a  full¬ 
time  salaried  chief  of  service  to  direct  the  work  of  the  unpaid  subordinate 
attending  surgeons. 

The  appointment  of  full-time  salaried  visiting  surgeons  has  been 
effected  in  certain  cases  not  so  much  to  ensure  adequate  attention  to 
hospital  patients  as  to  promote  research  and  develop  teaching.  Hospitals 
which  have  thus  committed  themselves  to  a  policy  of  research  and  edu¬ 
cation  have  been  interested  not  only  in  the  highest  development  of  their 
own  staffs,  but  in  the  education  of  undergraduate  students,  an  attitude 
which  is  worthy  of  commendation.  Much  emphasis  is  placed  nowadays 
on  the  clinical  training  of  the  medical  student,  and  it  is  obvious  that  such 
training  cannot  be  given  by  a  medical  school  which  does  not  command 
the  facilities  of  a  suitable  hospital.  Hospitals  that  disinterestedly  lend 
themselves  to  the  purposes  of  medical  education  are  pursuing  a  wise  social 
policy,  and  are  serving  many  patients  besides  those  in  their  wards. 

Facilities  for  Private  Practice.  Reference  has  been  made  to  two  forms 
of  compensation — financial  compensation  and  compensation  in  oppor¬ 
tunity.  There  is  a  third  form  of  compensation  which  has,  perhaps,  an 
indirect  money  value.  I  refer  to  the  facilities  which  are  placed  at  the 
disposal  of  the  surgeon  by  hospitals  which  care  for  both  free  and  private 
patients.  If  the  surgeon’s  principal  income  is  derived  from  the  operations 
which  he  performs  on  well-to-do  patients,  it  is  of  value  to  him  to  be  able 
to  offer  to  such  patients  the  facilities  of  a  well-equipped  hospital.  Further¬ 
more,  if  he  is  to  give  his  services  gratuitously  to  ward  patients,  it  is  advan¬ 
tageous  to  be  able  to  do  so  with  a  minimum  expenditure  of  time  and 
effort.  Both  these  objectives  are  realized  when  the  hospital  places  at  the 
disposal  of  the  surgeon  well-equipped  private  ward  facilities  in  close 
proximity  to,  if  not  under  the  same  roof  with,  the  public  wards  in  which 
he  spends  part  of  each  working  day. 

Although,  as  a  rule,  the  charge  which  a  private  patient  pays  to  the 
hospital  is  sufficient  to  cover  the  cost  of  maintenance,  some  hospitals  care 
for  private  patients  at  less  than  cost,  thus  indirectly  contributing  out  of 
their  general  funds  toward  the  support  of  a  department  from  which  the 
visiting  surgeon  derives  benefit. 

Hospital  Fees.  With  rare  exceptions,  the  professional  fees  paid  by 
private  hospital  patients  remain  in  the  surgeon’s  hands,  no  part  of  such 
fees  being  claimed  by  the  hospital  for  its  share  of  the  service  rendered. 
On  the  other  hand,  the  practice  in  respect  to  surgical  fees  for  operations 
performed  on  ward  patients  varies  widely.  In  many  staff  hospitals  the 
admission  of  ward  patients  is  restricted  to  persons  in  reduced  circum- 
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stances,  and  the  payment  of  fees  is  forbidden.  In  other  hospitals,  so-called 
“free”  wards  are  not  absolutely  free;  in  such  hospitals  ward  patients  may 
be  received  gratuitously,  or  they  may  be  permitted  to  pay  part  of  or  even 
the  full  cost  of  their  maintenance.  It  is  not  exceptional  for  hospitals  to 
permit  the  collection  of  professional  fees  from  ward  patients  who  pay  the 
hospital  part  of  the  maintenance  cost. 

The  matter  of  compensation  for  surgery  practiced  on  ward  patients 
has  been  affected  by  workmen’s  compensation  laws,  under  which  a  class 
hitherto  regarded  as  entitled  to  gratuitous  hospital  care  is  now  received 
in  hospitals  under  regulations  which  provide  for  the  payment  of  hospital 
maintenance  costs  as  well  as  for  the  payment  of  moderate  surgical  fees. 

Promotion  of  Surgical  Work.  Successful  hospital  surgery  depends  on 
many  factors  which  are  controlled  by  the  hospital  rather  than  by  the 
surgeon.  Hospital  managers  should  appreciate  the  importance  of  these 
factors,  and  should  see  to  it  that  the  visiting  staff  are  properly  aided. 

Choice  of  Assistants.  Usually,  this  choice  rests  with  the  hospital  man¬ 
agement  rather  than  with  the  visiting  surgeon.  On  the  supposition  that 
hospital  control  is  best  entrusted  to  an  impartial  lay  board,  one  must 
assent  to  the  choice  of  the  visiting  surgeon’s  assistants  by  the  trustees. 
I  have  already  pointed  out  the  possibility  of  a  system  of  co-operation 
with  the  medical  staff  in  the  nomination  of  eligible  candidates  for  the 
position  of  visiting  surgeon  which,  while  reserving  to  the  trustees  the 
final  choice,  nevertheless  ensures  due  regard  for  enlightened  professional 
opinion.  The  system  described  may  also  be  advantageously  followed  in 
the  appointment  of  assistant  visiting  surgeons,  with  the  proviso  that  the 
medical  men  serving  on  the  conference  committee  shall  include  the  chief 
of  the  service  with  which  the  assistant  visiting  surgeon  is  to  be  identified. 

Laboratory,  Roentgenography,  Photography.  The  pathological  depart¬ 
ment  can  aid  or  hinder  the  hospital  surgeon.  For  the  sake  of  both  surgeon 
and  patient,  the  hospital  is  bound  to  provide  a  well-equipped,  well- 
manned  pathological  department.  In  hospitals  having  a  large  surgical 
service,  the  equipment  necessary  for  the  preparation  of  sections  for  diag¬ 
nostic  purposes  should  be  provided  in  a  room  adjoining  the  operating 
room,  and  a  pathologist  should  be  at  hand  during  operating  hours.  Apart 
from  the  performance  of  routine  diagnostic  work,  the  laboratory  must  be 
ready  to  prepare  extensive  microscopic  sections  for  study  and  to  perform 
autopsies  promptly  and  satisfactorily;  such  autopsies  should  be  arranged 
at  a  time  convenient  to  the  surgeons  concerned,  since  a  postmortem 
examination  in  a  surgical  case  loses  much  of  its  value  to  the  hospital  if 
performed  in  the  absence  of  the  surgeon. 

It  is  essential  that  both  the  roentgenographic  and  photographic  depart- 
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ments  should  be  properly  equipped  and  organized.  From  the  standpoint 
of  diagnosis,  roentgenography  is  of  inestimable  importance  to  the  surgeon, 
and  photography  in  connection  with  surgery  has  a  medicolegal  as  well 
as  scientific  value. 

Problems  Relating  to  Anesthesia.  The  surgeon  is  greatly  dependent 
on  the  anesthetist.  The  risks  of  anesthesia  should  not  be  disregarded  and 
will  not  be  underestimated  by  anyone  who  has  encountered  fatal  idiosyn¬ 
crasies  in  patients.  In  a  difficult  case  the  skill  of  the  anesthetist  may  be 
of  no  less  importance  than  that  of  the  surgeon  himself.  In  not  a  few 
hospitals  the  practice  is  to  make  use  of  the  interns  as  anesthetists.  The 
only  advantage  of  the  system  is  to  provide  a  moderate  degree  of  training 
in  this  field  for  a  comparatively  large  number  of  men.  From  the  stand¬ 
point  of  medical  education,  the  hospital  ought  not  to  discontinue  the 
training  of  its  interns  as  medical  anesthetists,  but  such  training  should 
not  consist  in  mere  unregulated  experience,  acquired  at  the  expense  of 
patients.  A  medical  anesthetist  should  be  provided,  and  the  intern  should 
not  be  left  to  his  own  devices  until  his  competence  is  assured. 

Thoughtful  physicians  generally  would  agree  that  developments  in 
the  field  of  anesthesia  call  for  a  more  systematic  attack  on  its  problems 
than  most  hospitals  have  made  in  the  past.  The  demands  which  should 
be  made  upon  anesthetics  in  our  larger  and  more  resourceful  institutions 
cannot  be  fully  satisfied  either  by  qualified  nurse  anesthetists,  by  interns 
without  special  training,  or  by  general  practitioners  whose  varied  interests 
preclude  the  mastery  of  anesthesia  in  all  of  its  theoretical  and  practical 
phases.  The  scope  of  a  complete  department  headed  by  a  full-time  special¬ 
ist  and  its  usefulness  to  the  clinical  services  are  alike  remarkable.  The 
fact  that  resident  interns  trained  in  anesthesia  are  snapped  up  for  direc¬ 
torships  and  even  professorships  in  leading  community  and  teaching 
hospitals  is  sufficient  evidence  of  the  advantageous  character  of  this  type 
of  organization. 

Need  of  Active  Consulting  Staff.  No  surgical  service  can  be  regarded 
as  satisfactorily  conducted  which  does  not  systematically  consult  with  an 
internist  as  well  as  with  other  specialists,  medical  or  surgical,  whose  advice 
may  be  required.  Experience  has  shown  that  a  consulting  staff  which  does 
not  visit  the  hospital  daily  is  not  as  serviceable  to  the  surgeon  as  a  regular 
visiting  staff.  The  surgeon  who  is  most  advantageously  placed  (it  would 
perhaps  be  more  logical  to  speak  of  the  advantageous  position  of  the 
patient)  is  one  who  is  connected  with  a  general  hospital  so  organized  as 
to  include  representatives  of  all  the  recognized  branches  of  medicine  and 
surgery. 

Nursing  Staff.  The  surgeon,  as  has  been  shown,  is  largely  dependent 
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on  the  pathologist,  anesthetist,  internist,  and  other  consultants.  Another 
indispensable  auxiliary  is  the  nursing  staff.  Both  in  the  operating  room 
and  in  the  postoperative  care  of  patients,  the  surgical  nurse  plays  a  very 
important  role — just  how  important  may  be  inferred  from  the  recorded 
opinion  of  an  eminent  surgeon  that  his  success  in  practice  was  due  more 
to  the  ability  and  loyalty  of  his  nursing  assistants  than  to  any  other  single 
factor. 

The  inelasticity  of  the  average  nursing  organization  is  a  drawback. 
The  need  for  nurses  in  the  surgical  wards  varies  from  hour  to  hour,  and 
efforts  must  be  made  to  respond  to  this  variable  demand.  One  expedient 
is  to  employ  a  certain  number  of  extra  nurses  or  “floaters,55  ready  for 
assignment  to  any  ward  where  the  pressure  is  momentarily  great.  The 
hospital  should  be  willing  to  employ  special  nurses  whenever  the  nursing 
requirements  are  such  that  the  regular  ward  force  is  unable  to  meet  them. 

Clinical  Records.  It  is  a  matter  of  common  observation  that  clinical 
records  are  not  as  complete  in  surgical  as  in  medical  wards.  Whether 
clinical  records  are  kept  well  or  badly  depends  primarily  on  the  surgeon 
and  his  control  of  his  assistant.  The  filing  of  the  record  is  a  matter  of 
hospital  administration;  in  this  department  centralization  is  the  avenue 
to  success;  centralization  implies,  of  course,  a  record  room,  filing  devices, 
and  a  paid  registrar,  and  these  it  is  clearly  the  duty  of  the  hospital  to 
provide. 

In  large  cities  a  patient  may  be  successively  treated  in  a  number  of 
institutions.  When  this  occurs,  the  first  hospital  to  handle  the  case  owes 
a  complete  record  to  the  institution  which  undertakes  the  later  treatment. 
Reciprocity  in  these  matters  is  now  satisfactorily  established  in  many  com¬ 
munities,  but  satisfactory  service  is  not  feasible  in  the  absence  of  a  suit¬ 
able  organization  in  the  record  room.  That  there  can  be  no  satisfactory 
collation  of  clinical  data  for  scientific  study  without  proper  filing  and 
indexing  is  obvious.  In  the  choice  of  nomenclature,  standard  classifica¬ 
tions  which  are  in  general  use  should  be  preferred. 

“Continuous”  Service  and  Vacations.  The  interests  of  surgery  itself 
demand  that  the  surgical  service  of  the  hospital  shall  be  of  the  “con¬ 
tinuous55  variety.  This  does  not  mean  that  the  chief  of  staff  must  be  on 
actual  duty  every  day  in  the  year,  but  that  his  control  over  the  service 
shall  be  continuous;  due  allowances  must  be  made,  of  course,  for  neces¬ 
sary  periods  of  recreation,  including  periods  for  rest,  travel,  and  study. 
The  most  successful  surgical  organization  in  the  United  States  is  perhaps 
the  least  self-centered.  Its  members  make  a  point  of  informing  themselves 
concerning  the  activities  of  other  clinics  throughout  the  country  and 
abroad;  this  is  accomplished  by  means  of  traveling  representatives.  This 
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spirit  of  interest  and  method  of  observation  are  worthy  of  emulation.  A 
disposition  on  the  part  of  the  surgical  staff  to  keep  in  touch  with  the  work 
of  other  surgical  clinics  should  be  freely  encouraged  by  the  hospital. 

Segregation  of  Surgical  Material.  Scientific  progress  can  be  promoted 
in  large  hospitals  by  permitting  and  encouraging  individual  surgeons  to 
concentrate  on  certain  types  of  cases.  Such  a  segregation  of  surgical 
material  may  involve  a  departure  from  the  fixed  form  of  the  hospital’s 
organization,  and  this  may  result  in  personal  opposition  to  the  plan;  but 
such  opposition  cannot  be  defended  if  all  the  members  of  the  staff  are 
granted  equal  opportunities. 

Operating  Rooms.  The  hospital  should  place  at  the  disposal  of  the 
surgical  staff  a  sufficient  number  of  well-equipped  operating  rooms  and 
an  adequate  personnel  organization.  The  number  of  operating  rooms  can¬ 
not  be  fixed  by  rule,  but  must  be  determined  by  the  requirements  in  each 
case.  The  size  of  the  operating  plant  of  a  hospital  maintaining  a  given 
number  of  surgical  beds  should  be  calculated  in  relation  to  proportion 
of  ward  and  private  beds,  number  of  emergency  cases  treated,  and  num¬ 
ber  and  organization  of  the  resident  staff  and  other  available  assistants. 
For  a  given  number  of  ward  cases,  in  the  hands  of  a  small  staff,  fewer 
operating  rooms  are  required  than  for  the  same  number  of  private  patients 
treated  by  many  different  surgeons.  The  facilities  should  be  such  as  to 
permit  prompt  treatment  of  all  emergency  cases.  Thus,  if  it  is  estimated 
that  an  average  of  five  or  six  surgical  cases  will  be  treated  daily,  and  that 
these  can  be  handled  successively  in  a  single  operating  room,  a  second 
room  should  nevertheless  be  available  for  emergency  use. 

Surgical  Ward  and  Its  Accessories.  What  has  just  been  said  indicates 
that  a  surgical  service  may  be  made  or  marred  in  the  very  planning  of 
the  hospital  building.  The  plan  of  the  surgical  ward  very  materially 
affects  not  alone  the  convenience  of  the  surgeon  but  the  comfort  of  the 
patient.  A  large  ward  designed  for  an  acute  surgical  service  should  have 
recovery  rooms,  where  postoperative  cases  may  be  cared  for  without  caus¬ 
ing  distress  to  other  patients;  separation  rooms  for  moribund  or  delirious 
patients  or  patients  with  foul  wounds;  rooms  where  convalescents  may 
take  their  meals  amid  appropriate  surroundings;  rooms  or  wards  for 
surgically  complicated  contagious  cases;  and  balconies  or  roof  gardens  to 
which  convalescents  may  go  when  out  of  bed  and  where  septic  cases  may 
receive  fresh-air  treatment. 

Why  All  Economic  Classes  Should  Be  Accommodated  in  Same  Hos¬ 
pital.  With  regard  to  personal  efficiency,  a  hospital  conducting  a  chari¬ 
table  service  pure  and  simple  is  at  a  disadvantage  compared  with  one 
combining  ward  service  and  accommodations  for  private  patients.  As 


THE  SURGEON 


III 


a  rule,  hospitals  require  their  surgeons  to  give  gratuitous  service  to  ward 
patients.  Time  spent  in  traveling  from  one  institution  to  another  is  lost, 
and  if  the  surgeon  is  obliged  each  day  to  spend  one  or  two  hours  in  this 
way  the  loss  will  fall,  at  least  in  part,  on  the  hospital  and  its  ward 
patients.  Maximum  personal  efficiency  presupposes  minimum  lost  mo¬ 
tion.  This  can  be  accomplished  only  if  the  hospital  is  so  organized  that 
all  of  the  institutional  and  most  of  the  professional  activities  of  the  visiting 
staff,  whether  in  relation  to  private  or  charity  patients,  are  carried  on  in 
a  single  establishment. 

Outpatient  Department.  The  organization  of  the  outpatient  depart¬ 
ment  is  not  a  matter  of  indifference  to  the  visiting  surgeon.  This  depart¬ 
ment  should  be  prepared  to  take  over  the  care  of  all  ambulatory  con¬ 
valescents.  The  retention  of  ambulatory  cases  in  hospital  wards  is  waste¬ 
ful,  and  may  result  in  retarded  recovery.  Each  hospital  must  therefore 
have  an  outpatient  department,  and  this  department  should  be  organized 
in  relation  to  the  inpatient  service  in  a  manner  which  will  assure  con¬ 
tinuity  of  treatment  where  such  continuity  is  desirable. 

Social  Service.  The  advantages  which  the  surgical  division  of  a  hos¬ 
pital  derives  from  a  social  service  organization  have  been  eloquently  and 
so  convincingly  described  by  many  writers  that  the  matter  is  here  dis¬ 
missed  with  this  brief  reference. 

Convalescent  Branch  Hospital.  Branch  or  convalescent  hospitals  are 
increasingly  becoming  part  of  the  programs  of  large  general  hospitals. 

End  Result  Investigation.  This  is  an  important  matter.  A  number  of 
hospitals  employ  special  workers  to  investigate  surgical  end  results  in  the 
field.  Despite  the  cost  involved,  such  projects  should  be  sympatheti¬ 
cally  viewed  by  hospital  administrators.  The  hospital  is  one  of  the 
greatest  existing  social  institutions,  supported  in  this  country  at  a  total 
cost  which  staggers  the  imagination.  The  value  of  its  output  must  not  be 
assumed,  but  must  be  proved.  The  altruistic  hospital  surgeon  will  not 
permit  his  equanimity  to  be  disturbed  by  the  revelations  of  end  result 
investigations;  if  the  disclosures  are  sometimes  surprising,  they  are  always 
instructive. 

Autopsies  and  the  Law.  The  scientific  value  of  autopsies  and  their 
corrective  influence  on  surgical  diagnosis  and  treatment  are  such  that 
every  hospital  should  appoint  a  member  of  its  medical  or  administrative 
staff  to  assist  in  procuring  them,  and  should  also  take  an  active  part  in 
the  movement  to  obtain  more  liberal  autopsy  laws. 

Regulation  or  Control.  Superintendents  assert,  and  surgeons  do  not 
deny,  that  the  activities  of  surgeons  need  to  be  regulated;  certain  phases 
of  regulation,  therefore,  will  now  be  considered. 
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Impartial  Admission  of  Patients.  The  hospital  owes  certain  duties  to 
the  sick  poor.  One  of  these  duties  is  to  conduct  its  admissions  in  a  strictly 
impartial  manner.  Medical  urgency,  not  personal  influence,  should  de¬ 
termine  the  order  of  admission. 

While  the  hospital  is  endeavoring  to  fulfill  its  duty  toward  the  public, 
the  surgeon  is  endeavoring — in  a  similar  fashion  but  on  a  different  plane 
— to  take  care  of  his  own  clientele.  The  surgeon’s  clientele  is  more 
limited  than  that  of  the  hospital,  and  the  surgeon  can  hardly  be  blamed 
if  he  does  not  take  cognizance  of  needs  which  are  beyond  his  ken.  The 
surgeon  very  naturally  looks  to  the  hospital  to  care  promptly  for  patients 
in  whom  he  is  personally  interested,  and  in  his  eagerness  to  serve  these 
patients  he  brings  to  bear  on  the  hospital  admitting  officer  the  heavy  pres¬ 
sure  which  his  office  and  personality  enable  him  to  exert.  To  such  pressure 
the  hospital  cannot  conscientiously  yield.  The  argument  is  sometimes 
made  that  the  hospital  should  give  preference  to  patients  in  v/hom  its 
visiting  surgeon  is  interested,  by  way  of  compensating  the  surgeon  for  his 
hospital  work.  This  argument  is  fallacious.  If  the  hospital  owes  anything 
to  the  surgeon,  it  has  no  right  to  discharge  its  debt  at  the  expense  of  the 
friendless  poor. 

Regulation  of  Patients’  Discharge.  In  the  discharge  of  patients,  as 
well  as  in  their  admission,  it  is  at  times  necessary  for  the  hospital  to  take 
cognizance  of  and  to  regulate  the  activities  of  its  staff.  The  surgeon  who 
is  zealous  in  the  pursuit  of  science  will  naturally  take  greater  interest  in 
some  patients  than  in  others.  Perhaps  unconsciously  influenced  by  the 
trend  of  his  scientific  interest,  he  may  propose  to  rid  his  service  of  a 
patient  who  should  not  be  discharged.  But  a  patient  who  from  the 
scientific  point  of  view  is  regarded  as  undesirable  may  nevertheless  have 
a  strong  claim  on  the  care  of  the  hospital. 

When  the  hospital  is  so  crowded  that  beds  cannot  be  provided 
promptly  for  applicants  in  whom  the  visiting  staff  are  interested,  the 
attending  surgeon,  quite  without  culpable  intent,  may  persuade  himself 
that  the  period  of  hospital  treatment  has  been  unduly  prolonged — that 
laparotomy  cases,  for  example,  can  be  safely  ordered  out  of  bed  within 
an  incredibly  short  time  after  operation.  Whatever  the  merit  of  the 
surgeon’s  point  of  view,  the  hospital  administrator  is  bound  to  consider 
independently  the  justice  and  the  wisdom  of  discharging  each  patient. 
The  hospital  may  and  should  take  cognizance  of  social  facts  which  the 
surgeon  cannot  be  expected  to  know  or  to  consider. 

The  foregoing  remarks  must  not  be  interpreted  as  signifying  a  belief 
on  the  part  of  the  writer  that  in  these  matters  surgeons  are  guilty  of  moral 
or  mental  obliquity.  They  are,  as  a  rule,  normal  human  beings,  whose 
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minds  function  like  the  minds  of  other  human  beings.  The  surgeon  simply 
has  the  defects  of  his  very  valuable  qualities ;  his  work  is  intensive,  and  his 
field  of  wisdom  is  apt  to  be  narrowed  accordingly. 

Time  of  Performing  Routine  Operations.  In  most  hospitals,  routine 
operative  work  is  begun  at  a  specified  hour,  whether  morning  or  after¬ 
noon.  If  it  is  the  prevailing  practice  of  the  surgeons  of  the  community  to 
attend  to  office  practice  in  the  morning,  the  hospital  surgeon  will  prefer 
to  attend  to  his  hospital  operative  work  in  the  afternoon;  yet  the  very 
surgeon  who  adopts  this  regime  may  express  a  preference  for  early 
morning  as  the  best  time  for  grave  surgical  operations  in  the  case  of 
private  patients.  There  is  an  inconsistency  here  which  demands  atten¬ 
tion.  If  the  surgeon  believes  that  there  are  physiological  or  clinical  grounds 
for  a  certain  choice  of  hour,  by  what  right  does  he  deliberately  arrange  to 
operate  on  hundreds  of  ward  cases  at  a  less  advantageous  time?  From 
the  standpoint  of  hospital  administration,  the  proper  way  to  deal  with 
this  question  is  to  ascertain  the  consensus  of  authoritative  opinion,  and 
to  act  accordingly. 

Postponement  of  Operations.  Conflict  between  the  hospital’s  interests 
and  the  private  interests  of  the  surgeon  occasionally  takes  the  form  of 
postponement  of  an  operation  on  a  ward  patient  after  preparation — in 
other  words,  after  a  day  of  starvation  and  anxiety.  There  may  be  sound 
reasons  for  it,  but  when  the  reason  given  is  no  more  serious  than  a  social 
engagement  the  hospital  is  bound  to  protest.  It  must  not  be  inferred  that 
incidents  of  this  kind  are  frequent,  or  that,  in  the  belief  of  the  writer, 
surgeons  generally  put  their  own  comfort  and  convenience  before  the 
interests  of  their  patients;  the  contrary  is  the  rule. 

Rights  of  Interns  and  Nurses.  A  minor  matter  in  the  management  of 
the  hospital’s  surgical  service,  but  one  demanding  attention,  is  the  right 
of  interns,  operating  room  nurses,  and  other  employees  to  regular  meal 
hours.  The  physical  and  mental  strain  associated  with  surgical  operations 
is  not  confined  to  the  chief  surgeon.  His  assistants,  each  striving  to  per¬ 
form  the  duty  assigned  to  him,  are  frequently  subjected  to  very  severe 
strains.  Emergency  work  is  forever  turning  up  in  operating  rooms  at 
uncomfortable  hours,  and  assistants  are  compelled  to  adapt  themselves 
to  the  situation.  As  a  rule,  they  do  so  ungrudgingly;  but  their  sacrifices 
must  not  be  lightly  passed  by.  Such  sacrifices  may  be  sanctioned,  but  only 
when  their  purpose  is  to  save  life  or  to  alleviate  suffering. 

Control  of  Surgical  Supplies.  In  any  hospital  it  is  worth  while  to 
review  periodically  the  distribution  and  consumption  of  surgical  supplies. 
This  must  not  be  done  in  such  a  way  as  to  hamper  the  surgeon  in  his 
work,  but  solely  with  a  view  to  preventing  unnecessary  waste.  If  properly 
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appealed  to,  surgeons  are  nearly  always  ready  to  co-operate  with  the 
hospital  management.  A  standing  committee  of  the  surgical  staff  may  be 
designated  to  exercise  control  over  the  use  of  supplies.  A  surgeon’s  prin¬ 
cipal  interests,  however,  lie  in  other  directions  and  this  must  be  taken 
into  account  in  any  system  of  control  that  may  be  adopted.  Precisely 
because  the  surgeon’s  principal  interests  lie  elsewhere,  a  permanent  com¬ 
mittee  of  control,  after  a  period  of  activity,  is  likely  to  adopt  a  more  or 
less  platonic  attitude  toward  this  special  economic  function.  In  order  to 
spur  the  surgical  staff  into  renewed  interest  from  time  to  time,  the 
appointment  of  special  subcommittees,  instructed  to  deal  with  particular 
phases  of  waste,  is  a  valuable  expedient. 

Hospital  Monopoly.  Multiple  Hospital  Appointments.  Experience 
testifies  that  the  acceptance  of  a  large  number  of  hospital  appointments 
by  a  single  surgeon  usually  results  in  a  skimping  of  work  in  one  institution 
or  another.  Protests  against  multiple  hospital  appointments  may  be  and 
have  been  made  on  other  grounds — for  example,  on  the  ground  that  the 
concentration  of  hospital  privileges  in  the  hands  of  a  few  men  debars 
others,  who  may  be  equally  deserving,  of  the  opportunity  for  self-develop¬ 
ment,  and  thus  unduly  limits  the  public  in  the  choice  of  its  surgeons.  To 
this  latter  argument  considerable  weight  must  be  allowed,  but  not  so  much 
as  to  lead  to  the  indiscriminate  scattering  of  hospital  appointments  among 
unqualified  persons,  or  to  the  substitution  of  the  open  hospital  for  the  staff 
hospital  in  communities  where  a  distinctly  higher  grade  of  surgical  work 
can  be  achieved  by  limiting  staff  appointments. 

Age  Limit.  In  the  larger  cities,  a  better  and  safer  check  on  surgical 
monopoly  than  the  abolition  of  staff  organizations  is  afforded  by  the 
adoption  of  an  age  limit.  Hospital  after  hospital  is  recognizing  this  prin¬ 
ciple.  There  are  few  important  hospitals  in  this  country  today  which  have 
not  either  actually  adopted  an  age  limit  rule  or  have  not  seriously  con¬ 
sidered  doing  so. 

Excluding  the  Specialist.  Another  form  of  monopoly  to  which  atten¬ 
tion  may  briefly  be  paid  is  the  limitation  of  the  surgical  work  of  a 
“general”  hospital  to  such  work  as  the  general  surgeon  is  competent  to 
perform.  It  is  well  known  that  the  surgical  specialists  have  made  their 
way  in  this  country  despite  the  indifference  or  antagonism  of  general 
surgeons.  The  writer  is  not  here  attributing  selfish  motives  to  the  general 
surgeon ;  but  he  cannot  avoid  the  conclusion  that  the  general  surgeon,  by 
concentrating  on  his  own  work,  has  frequently  been  prevented  from 
viewing  fairly  and  justly  the  rights  of  others  or  the  needs  of  the  com¬ 
munity. 

As  far  as  the  hospital  is  concerned,  the  needs  of  all  classes  of  patients 
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must  be  taken  into  consideration,  and  available  beds  should  be  distributed 
accordingly.  The  monopoly  of  the  beds  of  a  general  hospital  by  general 
surgeons  is  no  more  justified  than  the  appropriation  of  such  beds  by  the 
specialists  to  the  exclusion  of  the  general  surgeons. 

“Special”  Hospitals  Not  Desirable .  We  must  not  overlook  the  fact 
that  exclusion  of  the  surgical  specialties  from  the  general  hospital,  whether 
deliberate  or  not,  brings  about  a  reaction  which  is  prejudicial  to  the 
interests  of  the  community  and  disadvantageous  to  medicine.  Fail  to  give 
to  specialists  the  recognition  which  is  their  due,  and  in  self-defense  they 
will  organize  special  hospitals  for  their  own  purposes.  For  this  we  cannot 
blame  them,  and  yet  the  organization  of  such  hospitals  is  not  desirable. 
From  the  standpoint  of  the  patient,  a  well-organized  and  well-equipped 
special  department  in  a  general  hospital  is  greatly  to  be  preferred  to  a 
hospital  manned  entirely  by  a  group  of  specialists  whose  practice  and 
field  of  observation  are  anatomically  restricted,  who  lack  the  stimulating 
and  steadying  influence  of  daily  contact  with  men  engaged  in  the  pursuit 
of  other  branches  of  medicine  and  surgery,  and  who  do  not  daily  col¬ 
laborate  with  such  men  in  the  treatment  of  complicated  cases.  Co-opera¬ 
tive  medical  practice  does  not  and  cannot  thrive  in  the  special  hospital 
as  it  can  in  the  general  hospital. 

“Staff”  Hospital  Bound  to  Justify  Itself.  While  in  large  cities  it  may 
be  necessary  in  the  interest  of  surgical  efficiency  to  organize  hospital  staffs 
along  lines  which  seem  to  the  excluded  outsider  to  be  monopolistic  and 
unfair,  it  does  not  follow  that  consideration  should  not  be  shown  to  men 
outside  the  ranks.  A  staff  hospital  which  does  not  maintain  the  highest 
surgical  standards  cannot  justify  itself;  nor  can  a  staff  hospital  be  held 
blameless  if  it  does  not  train  interns  in  excess  of  the  number  required  to 
keep  the  staff  full;  each  year  men  should  be  sent  out  prepared  to  take  up 
hospital  duty  in  the  new  institutions  which  are  springing  up  everywhere, 
or  ready,  if  need  be,  to  perform  safe  and  sane  surgery  apart  from  hos¬ 
pitals,  especially  in  rural  communities  which  lack  hospital  facilities. 

Participation  in  Medical  Education.  The  staff  hospital  should  adapt 
itself  to  the  requirements  of  the  medical  school,  if  there  be  one  in  the  com¬ 
munity.  Then,  in  addition  to  training  interns  to  become  surgeons,  it  may 
afford  to  undergraduate  students,  who  may  never  become  surgical  interns, 
some  slight  insight  into  surgical  technic,  some  appreciation  of  the  gravity 
of  surgical  operations,  and  a  wholesome  distaste  for  undertaking  impor¬ 
tant  surgical  work  without  adequate  training. 

Duty  of  Hospital  to  General  Practitioner.  What  can  the  hospital  do 
for  the  general  practitioner  in  return  for  his  co-operation  and  support?  It 
can  make  him  welcome  in  its  wards;  it  can  co-operate  with  him  by 
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diagnosing,  without  charge  or  for  a  moderate  fee,  complicated  cases 
requiring  the  combined  study  of  various  members  of  the  staff ;  it  can  keep 
him  informed  concerning  the  admission  and  discharge  of  his  patients;  it 
can,  where  required,  offer  the  use  of  its  laboratories,  its  x-ray  department, 
its  department  for  special  therapy;  it  can  conduct  postgraduate  courses 
for  his  benefit;  and  last,  but  not  least,  it  can  perform  for  him  and  for  his 
patients  a  simple  act  of  justice  by  selecting  its  surgical  staff  with  an  eye 
to  efficiency  and  public  service. 
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The  Specialist 


The  specialist  is  at  once  the  hope  and  the  despair  of  modern  medicine. 
That  he  has  contributed  much  to  medical  progress  is  generally  acknowl¬ 
edged,  and  there  is  at  least  a  reasonable  probability  that  his  scientific 
contributions  will  continue.  Let  us  hope,  at  all  events,  that  they  will. 

In  everyday  practice,  the  specialist’s  knowledge  is  often  indispensable 
to  a  correct  understanding  of  obscure  diseases,  his  skill  a  necessary  means 
to  the  restoration  of  bodily  function  or  the  saving  of  life.  But  with  every 
increase  in  his  activities,  he  tends  to  become  more  and  more  absorbed  in 
detail,  and  finds  it  increasingly  difficult  to  see  his  patient  whole.  The 
most  highly  successful  medical  specialists  often  lead  a  life  of  professional 
isolation,  the  consequences  of  which  are  in  some  respects  deplorable;  for, 
living  and  laboring  somewhat  apart,  little  by  little  the  specialist  acquires 
the  habit  of  exaggerating  the  significance  of  symptoms  which  are  most 
familiar  to  him  and  of  overestimating  the  importance  of  the  forms  of 
treatment  in  which  he  is  most  skillful.  In  the  course  of  time,  his  diag¬ 
nostic  judgment  is  apt  to  be  impaired;  eventually,  it  becomes  suspect  even 
when  in  an  individual  case  it  may  be  perfectly  sound. 

Many  charges  besides  that  of  distorted  vision  have  been  brought 
against  the  medical  specialist.  Critics  say  that  he  has  caused  the  old- 
fashioned  family  practitioner  to  be  thrust  aside,  for  whose  wise  and  kindly 
ministrations  he  has  provided  no  adequate  substitute;  that,  by  increasing 
its  cost  inordinately,  he  has  made  of  medical  treatment  for  persons  of 
moderate  means  a  forbidding  specter  to  be  avoided  or  a  painful  burden 
to  be  borne;  that  he  has  lessened  the  effectiveness  (or  at  least  added  to  the 
difficulties)  of  undergraduate  medical  education  by  causing  the  curricu¬ 
lum  to  become  crowded  and  confused. 

But,  as  a  hospital  administrator,  what  troubles  me  most  is  the  fact 
that  specialism,  which  in  its  proper  sphere  has  served  and  continues  to 
serve  a  highly  useful  purpose,  has  split  the  forces  of  medicine  into  numer¬ 
ous  small  bodies.  These,  valuable  as  they  may  be  for  skirmishing  purposes 
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and  in  certain  critical  emergencies,  are  powerless  to  act  as  an  effective 
unit  in  the  endless  struggle  against  disease.  Can  anything  be  done  by 
means  of  hospital  organization  to  promote  the  training  of  specialists  under 
conditions  that  will  conserve  and  develop  what  is  soundest  and  most  use¬ 
ful,  while  checking  the  growth  of  eccentricities  which  arise  out  of  their 
professional  isolation?  It  is  not  sufficient  that  these  scintillating  stars  adorn 
the  medical  heaven;  they  should  also  illuminate  it. 

I  take  it  to  be  the  duty  of  medical  administration  to  facilitate  utiliza¬ 
tion  of  the  potential  resources  of  modern  medicine  in  dealing  with  the 
needs  of  the  individual  patient.  To  accomplish  this  object,  hospital  organ¬ 
ization  must  encourage  the  growth  of  specialization  to  a  point  at  which 
its  effective  co-ordination  with  general  medicine  can  be  maintained;  to 
pass  beyond  this  point  is  to  rob  the  patient  of  the  desirable  fruits  of  scien¬ 
tific  and  technical  progress.  Hospitals  have  a  potential  usefulness  infinitely 
greater  than  that  of  the  various  kinds  of  scattered  organizations  which 
through  group  diagnostic  practice  are  making  a  logical  but  not  entirely 
successful  or  sufficiently  far-reaching  attack  on  this  problem.  Let  us 
therefore  inquire  whether  our  aim  can  be  most  readily  achieved  in  small 
hospitals,  in  larger  general  hospitals,  in  scattered  special  hospitals,  or  in 
assemblages  of  special  hospitals  popularly  called  medical  centers. 

As  a  first  step  toward  hospital  organization  in  a  small  community  of 
limited  financial  resources,  the  small  hospital  is  a  useful  and  highly  com¬ 
mendable  social  agency  which  it  is  far  from  my  purpose  to  disparage. 
A  pronounced  advantage  of  the  small  hospital  is  the  ease  with  which  it 
can  maintain  a  pleasant,  homelike  atmosphere,  the  lack  of  which  does 
not  add  to  the  charms  of  its  bigger  sister  institutions.  On  the  other  hand, 
the  small  general  hospital  is  distinctly  handicapped  by  its  inability  to 
maintain,  on  a  sound  economic  basis,  a  high-grade  laboratory  organiza¬ 
tion  for  purpose  of  diagnosis  and  research.  Of  paramount  importance  to 
the  present  discussion  is  the  impracticability  of  including  within  the  con¬ 
tracted  framework  of  a  small  hospital  specialized  departments  sufficiently 
large  to  satisfy  the  legitimate  needs  of  first-rate  specialists.  For  his  proper 
use  and  development,  the  specialist  requires  a  distinctive  department  in 
which  groups  of  patients  can  be  studied,  in  which  new  methods  of  treat¬ 
ment  can  be  investigated  under  proper  control,  and  in  which  medical 
graduates  of  promise  can  be  trained  to  become  the  specialists  of  the  future. 
These  facilities  the  small  general  hospital  cannot  supply. 

The  hospital  which  is  devoted  to  the  practice  of  a  single,  highly 
specialized  branch  of  medicine  or  surgery  likewise  suffers  from  pronounced 
limitations.  Unlike  the  small  general  hospital,  its  selected  clinical  material 
is  ample  for  its  chosen  purpose;  but  the  special  hospital  resembles  the 
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small  general  hospital  in  being  incapable,  as  a  rule  (exceptions  must  of 
course  be  recognized ) ,  of  maintaining  a  complete,  highly  qualified  labora¬ 
tory  staff;  while  in  its  peculiar,  self-created  environment,  in  which  it  is 
divorced  from  steadying  contact  with  other  medical  branches,  are  bred 
the  classic  evils  of  specialization.  How  many  busy  specialists  are  capable 
of  taking  a  thorough  clinical  history,  or  of  making  a  satisfactory  and 
complete  physical  examination?  How  many  specialists  are  there  who  even 
claim  to  be  able  to  do  so?  If  it  is  true  that  the  general  practitioner  needs 
the  stimulation,  advice,  and  technical  service  of  the  specialist,  and  that  the 
latter  is  therefore  an  indispensable  part  of  an  efficient  general  hospital 
organization,  it  is  equally  true  that  the  specialist  needs  constant  contact 
with  physicians  whose  attention  is  not  fastened  unremittingly  on  certain 
regions  of  the  body,  on  certain  bodily  functions,  or  on  the  use  and 
development  of  elaborate  technical  procedures  which  have  only  a  limited 
application;  and  those  who  know  the  actual  routine  of  special  hospitals 
must  admit  that  the  distinguished  “consulting  physician”  whose  name  is 
conspicuously  displayed  in  the  hospital  catalogue  does  not  often  render, 
and  indeed  is  scarcely  in  a  position  to  render,  the  necessary,  routine, 
auxiliary  clinical  service. 

How,  then,  can  the  limitations  of  the  small  general  hospital,  and  the 
hazardous  isolation  of  the  specialized  hospital,  be  overcome?  How  can 
medicine  be  made  to  go  steadily  forward  on  an  even  keel?  Two  methods 
suggest  themselves. 

One,  which  has  received  a  great  deal  of  publicity,  is  to  bring  together 
in  a  single  locality  a  large  number  of  highly  developed  specialized  insti¬ 
tutions,  each  of  considerable  size;  this  is  the  so-called  medical  center. 
Another  is  to  find  a  place  for  recognized  medical  and  surgical  specialties 
within  the  framework  of  a  general  hospital  just  large  enough  to  accom¬ 
modate  all  the  clinical  branches  that  have  earned  the  right  to  recognition, 
but  no  larger.  Each  of  these  methods  claims  authoritative  support.  Let 
us  compare  the  relative  merits  of  the  two  systems. 

In  the  general  hospital  of  suitable  size,  say  a  hospital  of  about  500 
or  even  600  classified  beds  (unclassified  private  rooms  are  not  included), 
a  sufficient  number  of  beds  are  or  can  be  provided  for  each  of  the  various 
medical  and  surgical  specialties  to  afford  to  each  specialist  that  volume 
of  clinical  material  necessary  for  group  study,  related  laboratory  research, 
and  specialized  medical  training.  If  the  total  number  of  beds  is  increased 
to  2,000  or  3,000  (even  5,000  has  been  proposed),  the  inevitable  result 
is  that  interrelated  departments  are  changed  into  mammoth  specialized 
institutions,  whose  heads  cannot  easily  avoid  becoming  absorbed  in  time- 
consuming  administrative  problems  and  distracting  duties  that  are  the 
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bane  of  clinicians5  existence  in  the  larger  teaching  institutions.  This  is  the 
testimony,  in  and  out  of  print,  of  many  who  are  being  ground  in  the 
insatiable  mill  of  modern  medical  school  organization.  In  the  properly 
proportioned  general  hospital  these  handicaps  are  avoided  by  restricting 
the  size  of  each  special  department. 

While  there  are  certain  advantages  in  bringing  a  number  of  highly 
specialized  institutions,  each  large  in  size,  into  the  same  neighborhood, 
the  practicability  of  actual  clinical  co-operation  between  the  heads  of  such 
institutions  in  the  treatment  of  an  individual  patient  is  far  less  than  in 
the  case  of  a  general  hospital  of  moderate  size  in  which  the  very  nature 
of  the  construction  and  arrangement  of  the  buildings  brings  into  intimate 
daily  contact  the  men  at  the  head  of  the  several  departmental  services, 
to  each  of  whom  there  is  reserved  sufficient  time  for  the  desired  service. 
Two  of  the  ablest  otologists  in  the  country  have  told  me  that,  although 
they  had  served  for  years  as  consultants  to  general  hospitals  and  as  attend¬ 
ing  otologists  at  ear  and  throat  hospitals,  they  did  not  really  understand 
the  true  relations  of  their  specialty  to  general  medicine  until  they  became 
attending  otologists  at  a  general  hospital,  under  conditions  which  brought 
them  into  intimate  daily  contact  with  fellow  practitioners  in  other  fields 
and  which  revealed  to  them,  in  the  general  medical  and  surgical  wards, 
aspects  of  otology  which  the  clinical  material  of  the  special  hospital  did 
not  and  could  not  present. 

Briefly,  then,  modern  medicine  can  be  practiced  most  effectually  in 
a  general  hospital.  Such  a  hospital,  on  the  one  hand,  should  not  be  too 
small  to  accommodate  the  various  specialties;  on  the  other,  it  should  not 
be  so  large  as  to  consume  the  time  and  strength  of  the  specialist  by  an 
unwieldy  clinical  service  or  by  administrative  problems,  or  to  necessitate 
awkward  physical  separation  of  clinical  departments  from  each  other, 
making  intimate  co-operation  impossible;  indeed,  making  any  co-opera¬ 
tion  whatever  workable  only  by  the  use  of  cumbersome  administrative 
machinery.  I  question  whether  so-called  medical  centers,  which  are  spring¬ 
ing  up  all  over  the  country,  do  not  by  their  stupendous  size  and  the  very 
terms  of  their  organization,  including  as  it  does  many  excessively  de¬ 
veloped  clinical  departments,  tend  to  perpetuate  rather  than  relieve  or 
abolish  the  faults  of  specialization.  Joining  a  medical  center  is  perhaps 
the  only  gesture  possible  to  an  existing  special  hospital  that  is  conscious 
of  its  shortcomings  and  is  honestly  seeking  scientific  salvation,  but  I  see 
in  it  little  more  than  a  pious  wish,  an  act  of  faith,  a  prayer  for  earnestly 
desired  better  things. 

At  this  point,  a  friendly  critic,  who  believes  that  I  am  stressing  some¬ 
what  too  sharply  the  obstacles  to  the  clinical  co-operation  of  clusters  of 
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allied  hospitals,  remarks  that  while  it  may  be  true  that  the  chiefs  of  such 
institutions  will  be  too  preoccupied  to  participate  regularly  in  miscel¬ 
laneous  bedside  consultations,  there  is  no  reason  why  subordinate  staff 
members  should  not  be  numerous  enough  to  provide  as  many  consulta¬ 
tions  as  the  several  services  may  require;  to  which  I  reply  that  a  clinical 
service  takes  its  orders  and  its  characteristic  tone  from  its  chief,  and  that 
the  extramural  clinical  contacts  of  juniors  will  not  readily  correct  the 
myopia  of  their  masters. 

It  is  not  only  the  internal  defects  of  the  medical  center  (defined  as 
a  group  of  special  hospitals)  that  disturb  me,  but  the  indirect  effect  of 
this  type  of  hospital  organization  and  grouping  on  other  institutions;  for 
the  encouragement  of  large  special  hospitals  prevents  the  development  of 
properly  proportioned  special  departments  in  numerous  general  hospitals, 
and  thus  works  double  injury  on  both  physician  and  patient. 

Naturally,  the  bigness  of  medical  centers  appeals  to  local  pride.  The 
newspapers  of  the  metropolis  of  the  West  tell  us  with  evident  satisfaction 
that  it  will  soon  have  a  medical  center  which  will  exceed  in  size  any 
medical  center  in  the  East.  Such  an  announcement  gratifies  those  who 
regard  bigness  as  the  supreme  virtue;  a  numerous  company,  members  of 
which,  oddly  enough,  are  encountered  almost  as  frequently  within  the 
classic  precincts  of  the  university  as  among  the  unsophisticated  whom 
one  expects  to  meet  in  the  bland,  open  spaces  of  Main  Street. 

It  is  not  difficult  to  understand  the  sense  of  relief  that  comes  to  the 
distracted  dean  of  a  medical  school,  whose  students  formerly  were  obliged 
to  travel  all  over  town  for  clinical  instruction  which  it  was  always  difficult 
to  arrange,  and  still  more  difficult  to  control,  as  he  contemplates  the  pro¬ 
posed  assemblage  of  a  group  of  special  hospitals  containing  a  vast  aggre¬ 
gation  of  clinical  material  in  the  immediate  neighborhood  of  his  school. 
But  much  more  than  the  comfort  of  the  dean  or  the  convenience  of  the 
undergraduate  student  is  at  stake,  for  unless  medical  practitioners  are 
brought  into  right  relations  with  one  another  through  efficient  hospital 
organization,  patients  will  be  deprived  of  the  full  benefits  to  which  they 
are  entitled;  and  if  the  practitioners  are  teachers  of  clinical  medicine, 
students  will  be  exposed  to  harmful  influences.  As  I  see  it,  the  real  remedy, 
which  is  not  beyond  reach,  lies  in  the  orderly  development  of  properly 
balanced  general  hospitals  in  all  parts  of  the  country.  It  is  fortunate  that 
the  distribution  of  the  population  favors  this  form  of  development,  and 
that  outside  the  very  largest  cities,  or  apart  from  a  few,  artificially  fed 
state  university  medical  centers  whose  achievements,  under  difficult  con¬ 
ditions,  command  respect,  the  development  of  large  special  hospitals, 
singly  or  in  groups,  is  almost  impossible. 
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The  remedy  proposed  must,  however,  be  applied  with  intelligent 
purpose.  It  will  not  suffice  merely  to  establish  numerous  general  hospitals 
of  the  type  here  advocated,  leaving  the  rest  to  chance;  for  while  some 
specialists  achieve,  quite  spontaneously,  a  just  appreciation  of  the  blessings 
of  clinical  co-operation,  others  need  to  have  an  understanding  of  these 
blessings  thrust  upon  them.  General  hospitals  must,  therefore,  be  created 
and  fostered  with  the  clear  intention  of  using  them  as  a  means  of  co¬ 
ordinating  and  unifying  medical  practice;  the  daily  routine  of  the  hospital 
must  be  organized  and  directed  to  this  end.  Like  the  states  of  the  Union, 
the  medical  specialties  have  certain  inherent  rights,  and  these  the  general 
hospital  must  recognize  and  respect;  but  active  interdepartmental  traffic 
is  as  vital  to  the  welfare  of  the  patient  as  interstate  commerce  is  essential 
to  the  prosperity  of  the  nation,  and  persistent  encouragement  of  this  traffic 
should  be  the  keynote  of  hospital  policy.  Herein  lies  sanity  for  medicine 
and  safety  for  the  multitudinous  sick. 


5 


Hospital  Privileges  for  Doctors 


CLOSED  AND  OPEN  HOSPITALS 

Hospitals  that  are  not  under  the  control  of  medical  schools  may  think 
that  in  the  matter  of  medical  education  theirs  is  only  a  subordinate  and 
unimportant  part.  But  in  fact,  their  position  is  not  only  important,  it  is 
supremely  important;  for,  while  the  medical  school  may  sell  the  student 
his  admission  ticket  to  the  play,  seats  are  not  ordinarily  reserved,  and  it 
remains  for  the  hospital  eventually  to  usher  the  medical  graduate  to 
his  place. 

With  respect  to  clinical  organization,  it  is  more  helpful  to  classify 
hospitals  as  staff  and  open  hospitals  than  to  consider  them  as  hospitals 
connected  or  not  connected  with  medical  schools,  for  whether  there  is 
such  a  connection  or  not,  adoption  by  the  hospital  of  an  aristocratic  or 
exclusive  form  of  medical  organization  implies  an  obligation  to  teach  and 
to  aid  in  the  advancement  of  medical  science.  To  the  many  learners  in 
the  noncollege  staff  hospital,  one  more  group  is  added  in  the  college  hos¬ 
pital,  namely,  the  undergraduate  student  group;  this  addition,  however, 
does  not  fundamentally  change  the  character  of  the  staff  hospital  or 
vitally  affect  its  organization.  The  open  hospital,  on  the  other  hand,  has 
a  distinctly  different  purpose  and  significance,  and  it  may  well  be  argued 
that  in  this  country  there  is  need  of  both  open  hospitals  and  staff  hospitals. 

While  the  open  hospital  can  perform  a  very  useful  service,  the  pro¬ 
motion  of  medical  science  is  essentially  a  function  of  the  staff  hospital. 
And  the  most  efficient  form  of  staff  organization  is  that  in  which  several 
clinical  departments  operate  for  an  unbroken  period  of  years  under  the 
leadership  of  able  men,  conscientiously  chosen  by  an  impartial  board. 

The  hospital  in  which  men  holding  equal  rank  as  heads  of  clinical 
departments  rotate  in  office  every  three,  four,  or  six  months  offers  no 
warm  hospitality  to  the  scientific  spirit.  Every  staff  hospital  should  make 
constant  contributions  to  medical  science  and  should  be  organized  with 
this  end  in  view.  The  frequent  interruption  of  clinical  leadership  and 
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authority  is  apt  to  involve  a  damaging  interruption  of  the  progressive 
study  of  disease.  We  have  witnessed  the  actual  inauguration  of  valuable 
investigations  and  have  seen  such  investigations  continue  uninterruptedly 
under  the  same  leadership  for  three,  five,  or  even  ten  years.  If  the  im¬ 
provement  of  medical  science  be  one  of  the  acknowledged  objectives  of 
a  staff  hospital,  there  is  much  to  be  said  against  and  very  little  in  favor  of 
an  interrupted  or  rotating  service. 

It  is  true  that  uninterrupted  service,  too  long  continued,  has  its  dis¬ 
advantages,  and  that  the  hospital  in  which  so-called  continuous  service 
prevails  should  do  everything  possible  to  guard  against  the  danger  of 
continuing  in  office  the  head  of  a  department  who  has  ceased  really  to 
guide  and  inspire  his  subordinates.  While  continuous  service  is  desirable, 
the  possibility  of  interrupting  it  for  adequate  reasons  should  be  safe¬ 
guarded.  This  can  be  done  by  the  automatic  retirement  of  heads  of  service 
by  means  of  a  prescribed  age  limit;  by  limiting  the  official  term  of  the 
head  of  any  service  (a  five  year  limit,  which  some  have  suggested,  is  too 
short;  a  term  of  not  less  than  ten  and  not  more  than  twenty  years  is 
preferable )  ;  and  by  making  all  staff  appointments  for  two  or  three  years, 
subject,  however,  to  renewal  up  to  the  limits  of  the  maximum  term 
referred  to  above,  or  up  to  the  pre-established  age  limit. 

Nevertheless,  staff  or  closed  hospitals  should  from  time  to  time  recon¬ 
sider  the  basic  principles  of  their  organization.  Wherever  hospitals  set  up 
a  privileged  class  of  practitioners,  a  natural  resentment  is  aroused,  which 
will  not  down.  Even  where,  for  the  moment,  no  flaming  antagonism 
appears  on  the  surface,  opposition  smolders  beneath,  and  thus  every  closed 
hospital  may  eventually  be  compelled,  publicly  and  conclusively,  to  justify 
or  to  abandon  its  exclusiveness.  For  a  number  of  years,  the  perilous  state 
of  the  family  physician,  and  especially  of  the  country  practitioner,  as  well 
as  the  strong  and  ever  stronger  disinclination  of  medical  graduates  to  lead 
lives  of  professional  isolation,  has  been  conspicuously  reflected  in  every 
general  discussion  of  medical  education. 

It  is  to  the  credit  of  the  open  hospital  that  it  brings  into  touch  with 
an  organized  medical  institution  many  physicians  who,  under  a  more 
restricted  or  exclusive  hospital  system,  would  be  deprived  of  those  helpful 
and  stimulating  medical  contacts,  without  which  they  are  in  danger  of 
deteriorating  in  medical  knowledge  and  proficiency  from  the  moment 
they  graduate  from  medical  school.  Another  point  in  favor  of  the  open 
hospital  is  that  it  enables  the  paying  patient  to  choose  his  physician  or 
surgeon  with  the  utmost  freedom.  Granting  that  an  open  hospital  is  of 
necessity  a  relatively  loose  organization,  in  which  uniformity  of  procedure 
is  difficult  to  attain,  and  from  which  the  most  systematic  and  illuminating 
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study  of  groups  of  cases  by  organized  teams  of  clinicians  and  laboratory 
men  is  ordinarily  excluded,  the  open  hospital  nevertheless  affords  far 
better  opportunities  for  fruitful  clinical  study  than  can  be  found  in  the 
lonesome  and  dreary  circumstances  of  private  practice. 

Proceeding  from  the  basic  idea  that  a  physician  of  ordinary  talents 
cannot  mentally  thrive  without  a  hospital  connection,  or,  at  least,  that 
he  is  in  grave  danger  of  contracting  loose  habits  of  thought  and  of  becom¬ 
ing  careless  and  superficial  in  his  clinical  methods,  it  follows  that  it  is  the 
duty  of  physicians  to  seek  hospital  connections,  and  that  it  is  equally  the 
duty  of  those  who  control  hospitals  to  facilitate  such  connections.  It  is 
unreasonable  for  a  community,  depending  for  its  own  safety  and  for  the 
maintenance  of  its  health  on  a  high  grade  of  medical  practice,  to  permit 
a  double  standard  of  practice  to  exist,  due  to  the  fact  that  one  group  of 
physicians  enjoys  hospital  connections  and  is  thus  aided  by  an  uninter¬ 
rupted  process  of  progressive  education,  while  the  other  is  deprived  of 
that  opportunity.  If  anything  can  be  done  to  liberalize  the  closed  hospital 
without  destroying  its  efficiency  as  a  teaching  and  research  center,  it 
should  be  done;  if  any  suggestion  can  be  offered  that  will  tend  to  improve 
the  character  of  the  service  in  open  hospitals,  it  should  be  adopted;  but 
these  steps,  however  important  in  themselves,  are  of  far  less  importance 
than  the  following,  namely,  that  the  need  of  a  hospital  connection  for 
every  practicing  physician  should  be  the  controlling  factor  in  all  com¬ 
munity  hospital  organization. 

Let  us  consider,  first,  counties  or  localities  that  are  entirely  without 
hospitals.  At  first  blush,  it  may  seem  idle  to  talk  about  providing  hospital 
connections  for  all  the  physicians  in  such  districts,  since  without  hospitals 
there  can  be  no  hospital  connections;  but  it  is  precisely  in  these  localities 
that  the  opportunity  exists  for  attaining  the  desired  end  with  the  least 
difficulty.  These  counties  are  without  hospitals  today,  but  at  any  moment 
a  hospital  project  may  be  launched  in  any  one  of  them;  indeed,  next 
year,  or  the  year  after,  some  of  them  are  certain  to  appear  on  the  hospital 
map  in  a  new  color.  Let  each  new  hospital  that  begins  with  a  clean  slate 
be  organized  for  the  benefit  of  the  entire  medical  profession  of  the  locality. 
New  hospitals  can  do  this  with  comparative  ease,  for  no  entrenched  privi¬ 
leges  block  the  way.  But  slight  obstacles  even  a  new  hospital  may  en¬ 
counter,  as  a  concrete  case  in  my  own  experience  will  show. 

I  was  once  invited  by  the  citizens  of  a  town  of  15,000  inhabitants, 
who  had  never  had  a  hospital  but  who  were  about  to  establish  one,  to 
attend  a  public  meeting  called  to  discuss  the  organization  of  a  hospital. 
In  the  course  of  the  debate  it  became  evident  that  the  townspeople  were 
eager  to  make  their  hospital  as  widely  useful  as  possible,  but  it  was  equally 
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plain  that  some  of  the  physicians  present  were  thinking  in  terms  of  per¬ 
sonal  advantage.  In  a  situation  like  this,  an  understanding  of  basic  prin¬ 
ciples  of  hospital  administration  is  invaluable;  a  hospital  that  is  con¬ 
sciously  moving  toward  a  definite  goal  cannot  be  easily  swerved  from  its 
appointed  path. 

Here  was  a  community  that  had  never  had  a  hospital  and  that  had 
suffered  grievously  from  the  lack  of  one.  The  people  knew  that  the 
medical  practice  of  the  town  was  on  a  relatively  low  plane,  and  they 
looked  to  the  new  hospital  to  elevate  it,  yet  they  were  being  asked  to  adopt 
a  course  that  would  be  beneficial  to  a  mere  handful  of  physicians  instead 
of  one  that  would  raise  the  standards  of  the  entire  local  profession.  There 
were,  of  course,  certain  physicians  there  who  were  more  competent  than 
others,  and  it  was  proper  to  assign  to  these  the  most  responsible  positions 
in  the  proposed  hospital  organization.  But  to  have  taken  in  these  men 
alone,  while  thrusting  out  those  who  most  sorely  needed  the  hospital’s  aid 
and  influence,  would  have  been  to  perpetuate  for  a  majority  of  the  local 
physicians  the  deplorable  effects  of  professional  isolation,  from,  which  the 
hospital  offered  the  natural  and  only  means  of  escape.  It  became  my  task 
to  explain  that  one  of  the  primary  objects  of  community  hospital  organi¬ 
zation  is  to  provide  a  hospital  connection  for  every  reputable  medical 
practitioner,  and  I  had  the  satisfaction  of  being  assured  subsequently  that 
the  community  had  subscribed  to  this  principle  and  that  the  new  hospital 
was  being  organized  accordingly. 

Let  us  consider,  next,  a  community  in  which  one  hospital  has  already 
been  established  on  rigid  staff  lines,  and  which  proposes  to  establish 
another.  In  the  absence  of  any  guiding  principle,  the  second  hospital  is 
likely  to  copy  the  methods  and  organization  of  the  first.  If,  however,  the 
doctrine  of  universal  hospital  association  is  accepted  as  valid,  the  second 
hospital  will  be  organized  as  an  open  hospital,  and  will  offer  a  common 
meeting  ground  for  the  entire  local  medical  fraternity.  Its  aim  will  be  not 
to  compete  with  the  pre-existing  staff  hospital  on  the  latter’s  ground,  but 
to  round  out  the  community’s  medical  organization  and  in  its  own  way 
contribute  to  the  spread  of  sound  clinical  practice.  Even  in  an  open 
hospital  it  is  possible  to  set  up  certain  minimum  standards  and  to  see  that 
clinical  practice  is  supervised  by  physicians  who  know  what  that  practice 
should  be. 

I  have  visited  communities  where  a  small  group  of  physicians,  perhaps 
the  only  group  existing  when  the  community  was  young,  had  managed 
to  get  possession  of  a  hospital  plant  and  set  up  a  staff  organization.  In 
time,  the  community  grew  and  other  physicians  of  later  vintage  came  into 
the  community — men  just  as  well  qualified  as  was  the  original  group; 
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but  the  latter  fought  against  new  staff  appointments.  They  were  enjoying 
an  advantageous  monopoly,  both  from  the  standpoint  of  gaining  exclusive 
professional  knowledge  and  from  the  pecuniary  standpoint. 

What  bearing,  if  any,  has  the  principle  under  discussion  on  the  closed 
hospital?  To  me  it  suggests  that  without  sacrificing  those  elements  of 
strength  which  are  characteristic  of  the  well-organized  staff  hospital,  the 
closed  hospital  should  utilize  every  possible  means  for  widening  its  pro¬ 
fessional  influence.  Staff  positions  should  be  created  for  as  many  clinical 
and  laboratory  assistants  as  the  service  can  healthfully  absorb — and  the 
number  of  men  that  can  be  comfortably  tucked  under  the  blanket  of  a 
hospital  staff  organization  is  truly  astonishing.  The  appointment  of  tem¬ 
porary  volunteers  who  are  capable  of  carrying  on  intensive  studies  beyond 
the  capacity  or  the  available  time  of  the  regular  staff  should  be  encour¬ 
aged.  The  practitioners  of  the  neighborhood  should  be  invited  to  attend 
clinical  and  pathological  conferences.  Formal  postgraduate  teaching 
should  be  organized — under  university  auspices,  if  possible ;  independently 
of  any  medical  school,  if  necessary.  In  some  cases,  facilities  for  the  treat¬ 
ment  of  private  patients  may,  without  detriment  to  the  hospital,  be  placed 
at  the  disposal  of  an  associate  or  “courtesy”  staff.  Diagnostic  aid  should 
be  extended  to  unattached  practitioners.  Encouragement  and  practical 
assistance  should  be  given  to  open  hospitals  that  are  sincerely  striving  to 
improve  the  quality  of  their  work.  The  educational  efforts  of  the  county 
medical  society  should  be  seconded.  A  reasonable  rotation  in  office  should 
be  ensured  by  the  adoption  of  rules  prescribing  age  and  service  limits. 
The  hospital  should  lend  a  willing  ear  at  all  times  to  unattached  physicians 
who  believe  themselves  the  victims  of  an  unduly  narrow  hospital  policy, 
and  who  offer  suggestions  for  extending  the  privileges  of  the  hospital  to 
a  larger  group. 

These  are  not  fanciful  or  farfetched  suggestions;  they  are  all  questions 
of  policy  and  procedure  which  come  up  from  time  to  time  in  actual  hos¬ 
pital  administration.  I  have  indicated  the  manner  and  the  spirit  in  which 
I  believe  such  questions  should  be  handled;  and  I  hold  that  they  cannot 
be  treated  otherwise  by  any  hospital  that  is  sincerely  seeking  to  stretch  its 
educational  service  to  the  widest  practicable  limits. 

THE  FAMILY  DOCTOR 

As  long  as  the  present  social  and  economic  order  endures,  we  shall 
have  to  deal  with  two  great  branches  of  medical  practice.  One  of  these  is 
practice  under  government  auspices,  the  other  is  the  diminished  but  still 
important  field  of  private  practice.  What  are  the  present  opportunities 
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of  the  general  practitioner?  How  can  these  opportunities  be  extended  and 
improved?  To  this  latter  question  conflicting  answers  have  been  given. 

Co-operative  medical  practice  derives  its  special  sanction  not  so  much 
from  its  economic  advantages  as  from  the  complex  character  of  modern 
medicine  and  the  number  and  limited  application  of  its  specialized  tech¬ 
nical  skills,  which  sometimes  make  co-operation  indispensable.  Wherever 
there  is  a  patient,  a  complex  as  well  as  a  simple  clinical  problem  may  arise 
and  a  union  of  medical  forces  may  be  needed  to  ensure  satisfactory  treat¬ 
ment.  Medicine  being  the  many-sided  science  and  art  that  it  is  today, 
group  practice  is  not  a  local  or  intermittent  but  a  constant  and  universal 
need.  One  ought  to  think  of  specialists  as  a  group  complementary  to  the 
family  doctor;  but  even  this  friendly  term  has  an  unsatisfactory  connota¬ 
tion,  for  properly  constituted  medical  groups,  including  specialists,  are 
of  the  very  essence  of  general  practice,  bone  of  its  bone,  flesh  of  its  flesh. 

It  is  impossible  to  devise  any  system  which  will  make  family  doctors 
equally  efficient,  but  it  may  be  possible  to  promote  the  maintenance  of 
sound  professional  standards  by  creating  the  most  favorable  conditions  of 
practice. 

Let  us  assume  that  the  content  and  method  of  undergraduate  instruc¬ 
tion  are  still  an  unfinished  chapter  and  that  further  progress  can  be  made 
in  that  direction.  In  all  probability,  the  actual  treatment  of  the  sick  is 
influenced  far  more  by  habits  formed  after  graduation  than  by  the  knowl¬ 
edge  the  practitioner  acquires  during  his  undergraduate  days.  This,  at 
any  rate,  is  my  own  belief,  and  hence  I  say  that  the  key  to  efficient  medical 
practice  today  is  in  the  hands  of  the  hospitals,  that  it  is  the  hospital  that 
chiefly  determines  the  plane  upon  which,  in  a  given  community,  medi¬ 
cine  shall  be  practiced. 

Nor  is  the  power  of  the  hospital  to  influence  the  standards  of  local 
medical  practice  confined  to  practice  within  its  walls.  Given  two  prac¬ 
titioners  of  equal  talent  and  like  preliminary  education,  the  first  associated 
with  a  worthy  hospital,  the  second  lacking  such  a  connection,  the  one 
who  enjoys  constant  contact  with  a  progressive  clinical  group  will  soon 
outshine  the  other.  In  the  interest  of  the  quality  of  his  service  alone,  quite 
apart  from  any  considerations  of  an  economic  character,  the  general  prac¬ 
titioner  requires  a  hospital  connection.  For  the  family  doctor,  the  hospital 
holds  a  whole  bag  of  useful  tricks.  Its  daily  gossip  on  clinical  subjects 
keeps  him  alert,  its  rare  cases  widen  his  horizon,  its  laboratory  facilities 
are  a  potent  aid  in  diagnosis,  its  clinical  conferences  are  a  running  com¬ 
mentary  on  the  virtues  and  limitations  of  modern  practice.  All  patients 
do  not  need  hospital  or  group  service,  but  the  family  doctor  must  select 
the  patient  who  should  be  given  its  benefits,  and  if  the  family  doctor  has 
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no  connection  with  a  hospital  or  clinical  organization,  he  will  not  fully 
understand  either  the  power  or  the  decided  limitations  of  group  practice. 
Even  if  the  doctor’s  judgment  is  sound,  he  will  be  more  reluctant  to  refer 
his  patient  to  a  hospital  or  diagnostic  clinic  with  which  he  has  no  con¬ 
nection  than  to  one  with  which  he  is  associated  and  to  which  he  can  turn 
with  the  knowledge  that  its  staff  will  collaborate  with  him  loyally  and 
make  no  attempt  to  supplant  him. 

The  physician  who  enjoys  a  proper  institutional  association  avoids  the 
danger  of  becoming  careless  and  superficial  in  his  clinical  methods.  With 
the  whole  range  of  clinical  and  laboratory  medicine  spread  out  before 
him,  he  acquires  self-confidence  in  that  part  of  the  field  which  he  can 
personally  manage,  and  readily  turns  to  others  for  help  where  his  own 
equipment  is  inadequate,  knowing  that  he  can  do  so  without  losing  con¬ 
tact  with  his  patient.  In  attempting  to  restore  the  general  practitioner  to 
a  central  place  in  medical  practice  nothing  is  more  indispensable  than  the 
creation  of  right  relations  between  the  family  doctor  and  the  hospital. 

Is  it  possible  for  hospitals  to  fulfill  their  function  and  to  prosper  with¬ 
out  taking  away  the  livelihood  of  the  general  practitioner?  I  think  it  is; 
but  efforts  to  preserve  for  the  family  doctor  the  practice  that  remains  in 
his  hands  will  not  be  aided  by  fostering  antagonism  between  him  and 
the  hospital.  In  a  struggle  for  existence  between  individual  practice  and 
institutional  medicine,  the  latter  would  have  the  upper  hand;  hence,  the 
friends  of  the  family  doctor  should  do  everything  possible  to  avoid  such 
a  struggle,  and  should  seek  to  unite  these  two  complementary  units  of 
medical  practice  in  an  amicable  partnership. 

From  such  a  partnership,  founded  upon  the  acknowledgment  by  each 
partner  of  the  social  usefulness  and  the  distinctive  qualifications  of  the 
other,  the  family  doctor  and  his  patients  would  derive  great  benefit.  The 
hospital’s  participation  should  be  based  in  part  on  its  frank  recognition 
of  the  public’s  interest  in  competent  private  practice;  it  should  signify 
the  hospital’s  acceptance  of  the  proper  role  of  group  medicine  in  relation 
to  individual  private  practice,  namely,  as  purveyor  of  the  needed  clinical 
and  laboratory  service  which  the  family  doctor  is  unable  to  supply 
unaided.  This  is,  of  course,  a  special  function  of  the  hospital,  apart  from 
its  normal  duty  of  providing  shelter,  comfort,  convenience,  safety,  and 
certain  economies  in  medical  and  nursing  care  to  patients  whose  illnesses 
are  not  complicated,  but  whose  home  surroundings  are  inadequate  to 
their  needs. 

Without  minimizing  the  value  of  group  practice,  we  should  beware 
of  overstressing  the  importance  of  complicated,  extensive  medical  organi¬ 
zations.  It  is  possible  to  stretch  the  idea  of  group  practice  to  the  point 
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where  the  public  is  led  to  believe  there  can  be  no  proper  medical  practice 
except  by  a  group.  Of  course  that  is  a  fallacy.  The  necessary  group  organi¬ 
zation  ought  always  to  be  available  for  those  cases  in  which  co-ordinated 
group  practice  is  needed;  but  to  take  every  trifling  illness,  and  assign 
every  patient  at  the  outset  to  laborious  and  costly  group  examination, 
would  waste  the  time  and  the  treasure  of  knowledge  which  hospitals  hold 
for  the  benefit  of  patients  in  need  of  group  service.  Private  practice  should 
be  maintained  on  the  largest  scale  possible,  provided  that  the  man  prac¬ 
ticing  as  an  individual  knows  what  the  hospital  has  to  offer  and  knows 
just  when  he  must  cease  to  rely  on  himself  and  must  call  in  the  richer 
and  more  resourceful  staff  organization  to  help  him. 

The  suggested  co-operation  between  hospital  and  family  doctor  in 
complicated  illnesses  might  be  called  the  associated  free  practice  of  medi¬ 
cine.  It  would  take  one  form  in  a  small  community,  another  in  a  great 
city.  Administrative  procedures  that  would  be  perfectly  suitable  for  an 
open  hospital  would  have  to  be  modified  to  fit  the  needs  of  medical  men 
in  a  town  where  a  closed  hospital  group  might  well  be  augmented  by  a 
courtesy  staff.  In  any  given  situation,  the  details  would  have  to  be  worked 
out  by  those  directly  concerned.  Serious  difficulty  in  arranging  the  details 
of  a  working  program  can  be  avoided  if  the  collaborators  are  determined 
to  subordinate  institutional  pride  and  personal  profit  to  the  superior 
claims  of  public  duty. 
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It  has  been  claimed  that  a  hospital  which  employs  a  roentgenologist,  a 
pathologist,  or  any  other  physician  on  a  salaried  basis  practices  medicine 
in  violation  of  law  or  of  professional  ethics.  It  has  been  further  demanded 
that  hospitals  be  prohibited  by  law  from  providing  medical  services  under 
any  and  all  circumstances. 

In  the  following  discussion,  which  this  claim  and  demand  have 
prompted,  wherever  the  term  “hospital”  is  used  it  is  intended  to  apply 
to  hospitals  of  the  nonprofit  or  community  type  and  not  to  business  cor¬ 
porations  conducting  hospitals  for  profit.  No  attempt  will  be  made  here 
*  to  defend  profiteering  on  medical  service.  A  hospital  is  justified  in  organiz¬ 
ing,  participating  in,  and  facilitating  the  business  transactions  which  are 
incidental  to  medical  practice  only  when  it  adheres  strictly  to  the  non¬ 
profit  principle. 

An  attempt  will  be  made  to  answer  the  questions:  (i)  What  is  a 
hospital,  and  what  are  its  proper  functions?  (2)  What  is  the  essence  of 
medical  practice?  (3)  What  are  the  legal  and  ethical  rights  of  the  physi¬ 
cians  practicing  in  institutions?  (4)  Is  the  salaried  employment  of  a  physi¬ 
cian  in  a  hospital  necessarily  injurious  to  the  public  and  to  the  medical 
profession?  (5)  Is  it  desirable  or  practicable  to  forbid  the  employment  of 
salaried  physicians  in  nonprofit  hospitals  under  the  exigent  and  complex 
conditions  of  modern  medical  practice? 

A  hospital  is  an  institution  for  the  care  of  the  sick  and  infirm;  hos¬ 
pital  care  is  the  care  of  the  sick  and  infirm  in  a  hospital;  and  hospitaliza¬ 
tion  is  the  provision  of  hospital  care.  Law,  custom,  and  common  sense 
require  the  hospital  to  furnish  reasonably  adequate  care.  The  services 
included  in  reasonably  adequate  hospital  care  are  determined  by  the 
state  of  contemporary  medical  science,  by  prevailing  standards  in  the 
practice  of  the  art  of  medicine,  by  nursing  standards  established  by  law 
or  local  custom,  and  by  legally  defined  or  generally  accepted  requirements 
for  the  safety,  protection,  and  comfort  of  the  sick  in  hospitals  or  for  the 
satisfaction  of  their  essential  needs. 
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The  adequacy  of  hospital  care  may  be  weighed  by  the  test  of  negli¬ 
gence.  If  the  omission  of  an  act  or  the  failure  to  satisfy  a  need  of  a  hos¬ 
pital  patient  would  constitute  negligence,  either  legally  or  logically,  it  is 
incumbent  on  the  hospital  to  perform  the  act  or  to  satisfy  the  need.  There 
is  no  dispute  about  the  obligation  of  a  hospital  to  supply  proper  shelter, 
nursing,  food,  dressings,  and  ordinary  room  service ;  the  current  discussion 
revolves  about  the  participation  of  the  hospital  in  certain  auxiliary  medical 
services  which  are  bound  up  with  or  closely  related  to  medical  practice. 

The  essence  of  medical  practice  is  diagnosis  and  treatment.  Hospital 
care  divorced  from  diagnosis  and  treatment  is  inconceivable,  but  no 
institution  can  “diagnose,  treat,  operate,  or  prescribe.”  Making  a  diag¬ 
nosis,  or  ordering  or  administering  treatment,  is  a  personal  act.  Medicine 
is  practiced  in  a  hospital,  never  by  a  hospital. 

When  the  courts  say  that  a  public  or  charitable  hospital  may  practice 
medicine  because  it  is  expressly  organized  for  that  purpose,  they  can  only 
mean  that  such  hospitals,  to  the  extent  authorized  by  law,  may  employ 
or  appoint  physicians  to  treat  the  sick.  The  hospital  employs  or  appoints 
the  physician;  the  physician  diagnoses,  prescribes,  or  operates. 

The  prevailing  rule  is  that  a  hospital  physician  is  responsible  for  his 
own  professional  acts  unless  specifically  exempted  by  law;  the  hospital 
which  employs  or  appoints  a  physician  is  only  required  in  law  to  exercise 
due  care  in  his  selection.  The  legal  exemption  of  physicians  from  respon¬ 
sibility  for  the  result  of  their  acts  in  hospitals  is  rare.  The  courts  seem  to 
know  quite  well  who  “practices  medicine”;  so  does  the  discriminating 
patient. 

The  act  of  diagnosis  or  of  treatment  is  a  personal  act;  such  acts,  con¬ 
stituting  the  essence  of  medical  practice,  are  of  the  same  professional 
nature  whether  performed  gratuitously,  for  an  individual  fee  directly  paid 
by  the  patient,  or  as  part  of  a  salaried  service.  Confusion  arises  when  the 
business  of  medicine  (the  pay  of  the  physician)  and  the  art  or  profession 
of  medicine  (the  act  of  diagnosing,  prescribing,  or  treating)  are  indis¬ 
criminately  spoken  of  as  medical  practice.  In  the  United  States,  the 
conditions  of  the  practice  of  medicine  as  an  art  are  invariably  fixed  by 
law;  but  practicing  physicians  may  donate  their  services  if  they  choose, 
or  may  exact  such  fees  or  salaries  as  they  see  fit. 

The  term  “practice  through  another”  has  been  used  in  some  states  as 
descriptive  of  a  function  of  a  charitable  hospital  or  a  public  dispensary; 
but  it  is  the  “another,”  the  physician,  who  actually  practices,  not  the 
hospital  or  dispensary.  The  theory  that  an  institution  can  take  the  place 
of  a  thinking  and  acting  human  being  is  presumably  based  on  a  legal 
fiction  which  under  certain  circumstances  regards  a  corporation  as  a 
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“person.”  We  must  not  permit  ourselves  to  be  confused  concerning  the 
naked  facts  of  medical  service  by  a  fiction  of  this  kind. 

Some  physicians,  charitably  inclined,  perform  gratuitous  services  in 
hospitals;  some  are  paid  for  their  hospital  services  directly  by  patients, 
some  are  compensated  by  hospitals  out  of  funds  collected  by  the  hospital 
from  patients,  others  by  hospitals  out  of  moneys  derived  from  voluntary 
contributions  or  from  taxes.  In  all  cases,  the  services  rendered  by  physi¬ 
cians  to  the  sick  are  or  should  be  those  required  by  patients  without  regard 
to  the  special  business  relationship. 

It  is  impracticable  to  carry  on  the  work  of  a  modern  general  hospital 
with  a  completely  uncompensated  staff.  Notwithstanding  the  great  volume 
of  medical  work  that  is  freely  given,  it  is  not  equal  to  all  that  patients 
need  or  all  that  responsible  physicians  require.  Medical  salaries,  negligible 
in  most  community  hospitals  a  generation  ago,  now  represent  a  substantial 
and  unavoidable  item  of  expenditure  in  hospital  administration.  Full¬ 
time  physicians  (resident  and  others),  and  many  part-time  physicians 
performing  time-consuming,  indispensable  hospital  services,  cannot  be 
expected  to  exist  without  compensation  for  such  services,  and  investiga¬ 
tion  will  show  that  the  universal  substitution  of  individual  professional 
fees  for  hospital  salaries  is  not  practicable.  The  unattached  family  physi¬ 
cian  or  staff  member  who  sends  his  patient  to  a  hospital  for  a  “work-up” 
would  soon  rebel  if  a  separate  medical  fee  were  demanded  for  each 
medical  service  rendered  to  his  patient. 

A  hospital,  required  to  give  adequate  care,  must  arrange  for  medical 
service,  and  it  can  only  do  so  with  the  co-operation  of  medical  practi¬ 
tioners.  Co-operation  between  hospitals  and  physicians  authorized  to 
practice  medicine  assumes  many  forms.  A  conceivable  form,  but  erne 
encountered  only  in  hospitals  of  the  most  primitive  type  (usually  pro¬ 
prietary),  is  that  in  which  a  privately  compensated  physician  individually 
performs  all  the  medical  service  the  patient  receives,  the  hospital  furnish¬ 
ing  only  lodging,  room  service,  board,  dressings,  medicines,  and  nursing* 

The  dangers  inherent  in  such  primitive  hospital  service  are  recognized 
by  the  medical  profession  and  by  law;  medical  organizations  and  local 
government  authorities,  undertaking  to  define  minimum  standards  of  a 
safe  and  acceptable  hospital,  demand  that  hospitals  furnish  or  arrange 
for  competent  auxiliary  professional  services.  Typical  requirements  include 
resident  physicians,  qualified  laboratory  diagnosticians,  and  certain  cate¬ 
gories  of  therapeutic  specialists. 

Sharply  contrasting  with  the  primitive  hospital,  which  is  really  only 
a  boardinghouse  for  the  sick,  is  the  government,  university,  or  research 
hospital  in  which  all  or  nearly  all  medical  service  is  performed  by  salaried 
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physicians.  A  mixture  of  paid  and  unpaid  staffs  in  varying  proportions 
characterizes  most  community  hospitals. 

If  the  employment  of  a  physician  by  a  hospital  for  any  medical  pur¬ 
pose  is  the  practice  of  medicine  by  the  hospital,  the  Federal  Government, 
every  state  in  the  Union,  many  hundred  cities  and  counties,  state  and 
private  universities,  ecclesiastical  hospitals  of  many  denominations,  and 
nonsectarian  community  hospitals,  are  engaged  in  the  practice  of 
medicine. 

A  hospital  which  employs  a  salaried  physician  may  in  some  cases 
donate,  in  other  cases  charge  for  identical  medical  services.  If  it  be  held 
that  the  hospital  practices  medicine  only  when  it  collects  a  fee  for  medical 
service,  not  when  it  employs  physicians  but  donates  their  services  gratui¬ 
tously,  then  the  argument  really  is  that  the  collection  of  a  fee  is  the  essence 
or  determinant  of  the  practice  of  medicine — a  palpable  absurdity.  As  has 
already  been  said,  a  hospital  never  actually  practices  medicine;  in  the 
nature  of  the  case,  a  hospital  cannot  diagnose,  prescribe,  operate,  or 
treat,  quite  apart  from  any  legal  restriction  or  ethical  consideration. 

While  in  any  common-sense  view,  a  hospital  does  not,  nothwithstand- 
ing  the  phraseology  of  state  law,  “practice  medicine  through  another,” 
since  medicine  as  an  art  is  practiced  only  by  the  physician,  and  not  by 
the  hospital  which  is  permitted  to  employ  him,  it  might  be  said  that  a 
physician  “practices  medicine  through  another”  when  he  reports  his 
opinion  on  a  laboratory  finding  or  a  clinical  condition  to  another  physi¬ 
cian,  who  in  turn  reports  the  findings  or  conclusions  to  the  patient  and 
gives  the  necessary  orders.  These  proceedings,  clinical  throughout,  are 
clearly  distinguishable  from  the  corporate  or  administrative  acts  of  a 
charitable  hospital.  The  details  of  the  collaboration  of  the  hospital  may 
be  easily  traced,  but  no  act  of  the  hospital  supplants  or  supersedes  the 
diagnostic  or  practical  art  of  the  physician. 

A  physician  whose  compensation  is  received  from  an  employer  other 
than  the  patient,  whether  payment  is  made  in  the  form  of  a  fee  for  a 
single  service,  or  as  part  of  a  salary  for  multiple  services,  does  not  “prac¬ 
tice  medicine  through  another”  if  he  gives  his  professional  opinion  directly 
to  or  maintains  direct  and  independent  professional  relations  with  the 
patient.  The  making  of  a  diagnosis  or  the  recommendation  or  perform¬ 
ance  of  any  therapeutic  procedure  completes,  in  essence,  the  act  of  medi¬ 
cal  practice.  Academic  freedom,  professional  prestige  and  dignity,  and 
all  the  legitimate  rights  and  privileges  of  medical  practice  can  be  and  are 
maintained  under  varied  forms  of  organizational  and  administrative 
business  arrangements.  The  legal  safeguards  which  surround  medical 
practice  aim  at  the  protection  of  the  public  and  are  not  intended  to  foster 
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a  monopoly  for  practitioners  who  believe  in  and  adhere  to  a  particular 
business  method. 

To  the  distinction  between  medical  practice  and  business  transactions 
incidental  to  it  must  be  added  the  distinction  between  the  practice  of 
medicine  and  technical  aids  to  medical  practice.  Under  circumstances 
and  conditions  determined  by  medical  men,  tests  are  made  by  laboratory 
experts  and  nurses  who  report  their  findings  to  the  clinician,  that  is,  the 
responsible  practitioner  in  charge  of  the  case;  the  physician  in  charge 
then  makes  the  diagnosis. 

Reports  of  chemical  or  bacteriological  tests  influence  the  judgment 
of  the  practitioner,  but  do  not  take  its  place,  nor  are  they  on  the  same 
intellectual  or  professional  plane.  No  serious  objection  has  ever  been 
raised  against  employing  highly  trained  nonmedical  assistants  to  make 
scientific  tests.  From  the  standpoint  of  medical  art,  the  most  abstruse  and 
complicated  chemical  laboratory  test  is  of  the  same  order  of  evidence  as 
the  taking  of  the  patient’s  temperature  with  the  aid  of  a  clinical  ther¬ 
mometer — a  diagnostic  aid  universally  rendered  by  nurses  with  com¬ 
plete  medical  approval. 

Physicians  employ  aids  in  therapy  as  well  as  in  diagnosis.  Actual  treat¬ 
ment  is  given  when  a  nurse  administers  a  drug  prescribed  by  a  physician, 
or  when  x-ray  therapy  is  applied  by  a  technician  under  medical  direction 
and  control,  but  the  courts  have  justly  held  that  the  performance  of  these 
controlled  procedures  by  workers  subordinate  to  and  directed  by  physi¬ 
cians  does  not  constitute  the  practice  of  medicine.  Similar  services  are 
performed  by  nonmedical  assistants  in  doctors’  private  offices,  and  no 
serious  objection  is  raised.  Can  it  be  seriously  maintained  that  a  hospital 
may  employ  nonmedical  personnel  for  these  services  without  practicing 
medicine,  but  that  when  identical  services  are  performed  in  a  hospital  by 
paid  medical  personnel  the  hospital  is  engaged  in  the  practice  of  medi¬ 
cine?  Or  that  a  hospital  may  properly  be  the  vendor  of  a  technical  service 
when  the  performer  of  the  service  is  a  layman,  but  may  not  act  in  the 
identical  capacity  when  the  performer  of  the  service  is  a  medical  graduate? 

A  hospital  might  conceivably  collect  a  charge  for  inclusive  hospital 
care  of  a  patient  and  might  retain  an  undue  part  of  the  proceeds,  thus 
depriving  medical  staff  workers  of  their  just  reward.  It  is  alleged,  and 
it  is  probably  true,  that  such  profiteering  has  occurred.  The  remedy  for 
the  abuse  lies  in  a  more  equitable  business  arrangement,  not  in  destroying 
types  of  hospital  organization  that  have  been  developed  in  response  to 
the  demands  of  the  medical  profession  itself  and  in  deference  to  felt 
social  needs. 

Putting  aside  questions  of  law  and  principle,  and  limiting  attention 
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to  the  naked  demand  that  every  fee  charged  for  diagnosis  and  treatment 
be  paid  directly  to  the  participating  physician,  one  may  ask  whether  it 
is  practicable  to  conduct  an  adequate  hospital  service  in  the  manner  pro¬ 
posed.  The  complexity  of  modern  medical  service  apparently  presents 
insuperable  obstacles  to  the  proposal. 

How  many  physicians  actually  participate  or  may  participate  in  the 
hospital  care  of  a  single  patient?  Examination  of  a  series  of  clinical  his¬ 
tories  in  a  well-conducted  hospital  reveals  that  in  some  cases  as  many  as 
twelve  or  fifteen  separate  medical  functions  were  performed  in  the  process 
of  diagnosis  alone;  the  number  of  required  services  is  further  increased 
by  therapeutic  indications. 

Services  of  a  medical  nature  required  in  hospital  practice  may  be 
supplied  directly  and  exclusively  by  physicians;  others,  of  a  fact-finding 
character  with  clinical  bearing,  may  be  furnished  by  nonmediccxl  per¬ 
sonnel,  who  in  turn  are  supervised  by  physicians.  Some  of  the  required 
services  are  grave  and  time  consuming;  some  are  slight  and  of  brief  dura¬ 
tion;  but  all  reflect  the  demands  of  medical  practitioners  and  are  pre¬ 
sumably  indispensable  to  effective  practice.  In  a  typical  neurologic  case, 
diagnosis  alone  required  the  following  procedures  (Table  I). 


table  1 

Diagnostic  Procedures  in  a  Typical  Neurologic  Case 


Number 

Procedure 

Participants 

1 

History,  physical  examination 

Physician 

2 

Blood  microscopic  examination 

Technician,  supervisory  physician 

3 

Wassermann’s  test 

Technician,  supervisory  physician 

4 

Blood  chemistry  tests 

Technician,  supervisory  physician 

5 

Urinalysis 

Technician,  supervisory  physician 

6 

Eye  examination 

Physician 

7 

Basal  metabolism  test 

Technician,  supervisory  physician 

8 

Electrocardiography 

Technician,  supervisory  physician 

9 

Ear  examination 

Physician 

10 

Nose  and  throat  examination 

Physician 

11 

Neurologic  examination 

Physician 

12 

Roentgenography 

Technician,  physician 

13 

Fluoroscopy 

Physician 

14 

Skull  roentgenography 

Technician,  physician 

15-17 

Group  consultation;  3  tech¬ 
nical  notes  reviewing  and 
summarizing  the  case 

3  physicians 

MEDICAL  PRACTICE 


137 

The  foregoing  is  far  from  reflecting  completely  the  variety  of  indi¬ 
vidual  medical  services  that  play  a  part  in  modern  hospital  practice. 
Table  II  presents  a  fairly  complete  picture  of  the  service  a  hospital  is 
expected  to  furnish  in  addition  to  board,  lodging,  dressings,  and  nursing. 

It  will  be  observed  that  the  services  required  are  without  exception 
services  which  have  been  incorporated  in  hospital  practice  at  medical 
request  and  to  meet  medical  needs. 

If,  to  protect  medical  rights,  a  hospital  must  rigidly  avoid  every  form 
of  organization  and  business  procedure  involving  intermediation  in 
patient-physician  relations  (whether  for  administrative  convenience  or 
for  the  greater  effectiveness  of  group  medical  practice),  the  patient  must 
establish  direct  professional  and  business  relations  with  every  physician 
participating  in  any  of  the  diagnostic  or  therapeutic  procedures  noted  in 
Table  II.  Even  the  employment  of  a  salaried  resident  physician  would 
be  prohibited  if  the  theory  were  consistently  applied. 

How  many  patients  would  care  to  enter  a  hospital  and  submit  to  the 
confusion  and  agony  of  indefinitely  extended  professional  relations,  not 
to  speak  of  the  exaction  of  an  alarming  array  of  individual  fees?  Is  it 
desirable  that  use  of  organized  hospital  service,  the  value  of  which  intelli¬ 
gent  people  recognize,  be  thus  discouraged?  The  intolerable  conditions 
which  would  be  created  under  the  multiple  fee  system  would  give  an 
enormous  impetus  to  the  demand  that  all  hospital  medical  practice  be 
organized  by  the  state.  Is  that  what  the  advocates  of  the  multiple  fee 
system  want? 

The  necessities  of  modern  medicine  call  for  extensive  co-operation  in 
hospital  practice — co-operation  among  physicians  on  the  one  hand,  and 
physicians  and  the  hospital  on  the  other.  The  complexity  of  modern 
medical  practice  is  such  that  a  high  degree  of  physical,  professional,  and 
business  organization  is  required  if  hospitals  are  to  furnish  adequate 
medical  care.  The  indefinite  multiplication  of  individual  professional 
fees  would  make  hospitals  unworkable,  and  is  not  essential  to  the  preserva¬ 
tion  of  the  integrity  of  medical  practice. 

The  brilliant  success  of  hospital  service  subscription  plans  on  a  non¬ 
profit  basis  indicates  the  fulfillment  of  a  public  need.  To  be  successful, 
such  plans  must  supply  adequate  hospital  care.  They  can  do  so  without 
destroying  tested  forms  of  hospital  organization,  without  injustice  to 
medical  practitioners,  without  sacrificing  any  medical  right  or  privilege. 
To  obtain  the  approval  of  the  American  Hospital  Association,  hospital 
service  plans,  which  serve  both  the  public  and  the  profession,  must  be 
conducted  on  a  nonprofit  basis;  they  are  expected  to  make  their  pro¬ 
cedures  conform  to  the  wishes  of  the  attending  medical  staffs  of  their 
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TABLE  n 

Hospital  Services  and  Participants 


Procedures 


Participants 


History,  general  and  special 


organs)  . 

Blood  pressure  . 

Urinalysis  (routine) ;  kidney  function  tests 
Wassermann’s  test  . 


and  bleeding  time,  sedimentation  rate,  etc.) 


Berg’s,  and  other  liver  function  tests, 
Gastric  analysis  (fecal,  bile,  duodenal) 
Sputum  examinations  . . 


gold,  chemistry) 


tests  for  typhoid,  blood  transfusion,  etc.  . 

Transudates  and  exudates  . 

Biopsy;  examination  of  operative  specimens 


cardial,  nose  and  throat,  pneumococcic  typing. 

etc.)  . . . 

Basal  metabolism  test . 

Electrocardiography  . 

Roentgenography  and  fluoroscopy . 


endoscopy,  esophagoscopy,  gastroscopy,  laryngos- 


ventriculography ) 


treatment,  blood  transfusion)  . 

Consultations  (urologic,  neurologic,  ophthalmo- 


bolic,  pediatric,  surgical,  etc.) 


etc.) 


Tech¬ 

nician 

Resident 
or  intern 

Physi¬ 
cians  * 

•  • 

X 

S.P. 

•  • 

X 

S.P. 

x 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

X 

S.P. 

X 

•  • 

S.P. 

X 

•  • 

S.P. 

X 

•  • 

S.P. 

X 

•  • 

Sp. 

X 

•  • 

Sp. 

•  • 

•  • 

Sp. 

•  • 

X 

Sp. 

•  • 

> 

•  • 

Sp. 

X 

•  • 

Sp. 

*S.P.:  Supervisory  physician;  Sp.:  Specialist.  Some  of  the  specialists  are  linked 
in  more  than  one  capacity.  Thus,  the  surgeon  serves  both  as  a  consultant  and  as  oper¬ 
ating  surgeon,  and  the  physician  called  in  for  metabolic  consultation  might  also  write 
the  dietary  prescription. 
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respective  communities,  and  they  must  not  “interfere  with  existing  rela¬ 
tions  between  physicians  and  hospitals  or  between  physicians  and 
patients.” 

There  is  no  good  reason  why  an  ethical  plan,  acceptable  to  the  phy¬ 
sicians  of  a  particular  city,  should  be  modified  to  conform  to  the  preference 
of  physicians  in  other  localities.  Compensation  for  medical  service  is  a 
business  matter  which  concerns  both  doctors  and  the  public.  Hospitals 
are  justified  in  entering  into  any  arrangement  for  the  payment  of  fees 
which  members  of  their  staffs  find  acceptable,  provided  it  involves  neither 
exploitation  nor  coercion  and  promotes  adequate  medical  care.  If  hospital 
administrators  believe  that  the  direct  payment  of  a  separate  medical  fee 
to  every  physician  contributing  directly  or  indirectly  to  diagnosis  or 
treatment  would  diminish  hospital  efficiency,  obstruct  adequate  medical 
care,  and  embarrass  physicians  who  are  primarily  responsible  for  treat¬ 
ment  and  on  whom  patients  directly  depend,  they  not  only  have  the 
right  to  oppose  but  are  under  moral  obligation  to  combat  the  multiple 
fee  system. 

Responsibility  for  making  hospital  care  adequate  is  not  the  responsi¬ 
bility  of  the  trustee  or  lay  branch  of  hospital  administration  alone;  it  is 
equally  the  responsibility  of  hospital  medical  staffs  and  of  the  medical 
profession. 

Hospitals  do  not,  hospitals  cannot,  practice  medicine;  hospitals  can 
and  must  participate  in  the  organization  and  business-like  administration 
of  hospital  medical  practice  in  order  to  meet  the  demands  of  their  visiting 
staffs  and  fulfill  their  obligation  to  provide  adequate  hospital  care.  It  is 
inconceivable  that  an  intelligent  medical  profession  will  refuse  to  co¬ 
operate  with  hospitals  that  are  eager  to  serve  the  public,  and  that  propose 
to  do  so  in  a  manner  which  rigidly  excludes  profiteering  and  which  is  not 
only  acceptable  to  but  is  actually  responsive  to  the  needs  of  their  staff 
members. 


Nonmedical  Clinical  Assistants 


With  E.  M.  Bluestone,  M.D. 


The  role  of  the  nonmedical  assistant  in  hospitals  without  interns  is  one 
which  has  not  yet  been  thoroughly  investigated  or  appraised.  The  subject 
may  be  discussed  by  ascertaining  the  actual  contribution  that  assistants 
are  making  to  hospital  service;  by  considering  the  manner  in  which  and 
the  extent  to  which  their  services  may  be  utilized  to  advantage;  and 
finally,  by  inquiring  into  existing  or  potential  opportunides  for  training 
such  assistants,  and  the  logical  content  of  a  course  of  training  to  fit  non¬ 
medical  aids  for  fruitful  hospital  service. 

The  activities  of  nonmedical  clinical  assistants  have  a  twofold  origin. 
One  of  these  is  the  fact  that  many  hospitals  desiring  to  employ  interns 
are  unable  to  secure  them;  the  other  is  the  fact  that  hospitals  employing 
interns  have  in  some  instances  deemed  it  wise  to  relieve  their  interns  of 
time-honored  and  arduous,  but  relatively  simple,  duties. 

The  American  College  of  Surgeons  has  shown  that  clinical  records  are 
important  in  all  hospitals,  both  great  and  small,  but  it  is  futile  to  talk 
about  perfecting  the  clinical  records  of  small  hospitals  unless  a  substitute 
for  the  intern  can  be  provided.  With  the  best  will  in  the  world,  the 
visiting  staff  of  hospitals  which  have  no  interns  cannot  see  patients 
promptly  enough  after  admission;  they  cannot  take  proper  histories, 
satisfactorily  record  operations,  furnish  or  secure  adequate  and  timely 
assistance  at  major  surgical  operations,  render  prompt  first  aid  in  minor 
accident  cases,  make  adequate  clinical  notes  of  the  progress  of  their  cases, 
make  sufficiently  frequent  urinalyses  and  blood  examinations,  or  give 
suitable  attention  to  infected  wounds  which  require  time-consuming 
treatment.  For  all  of  this  work,  resident  assistants  are  needed,  and  for 
some  of  it  nonmedical  aids  are  already  extensively  employed. 

Several  years  ago,  a  questionnaire  circulated  among  the  small  hos¬ 
pitals  of  the  country  shed  some  light  on  the  problem.  One  of  the  questions 
asked  was:  “Have  graduate  nurses  or  others  ever  been  used  by  you  as 
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anesthetists,  surgical  assistants,  laboratory  technicians,  clinical  registrars, 
or  in  any  capacity  for  which  interns  would  be  employed  if  available?  If 
so,  have  their  services  been  satisfactory?’5  Of  the  375  hospitals  replying, 
257  reported  some  such  employment.  Hence,  to  the  dictum  of  the  Ameri¬ 
can  Conference  on  Hospital  Service,  which  declared  that  “it  is  the 
opinion  of  a  large  number  of  individuals  qualified  by  education  and 
experience  in  the  hospital  field,  that  properly  educated  and  trained  non¬ 
medical  hospital,  clinical  and  laboratory  assistants,  may  be  utilized  as  aids 
to  interns,  when  this  is  necessary,  or  as  substitutes  in  hospitals  which  are 
unable  to  secure  interns,”  may  be  appended  the  statement  that  numbers 
of  individuals  are  actually  being  employed  in  such  capacities,  though 
without  any  well-directed  or  concerted  effort  on  the  part  of  the  medical 
profession  to  scrutinize  the  training  or  the  qualifications  of  these  persons 
for  the  work  which  has  been  entrusted  to  them. 

It  would  be  folly  to  enlist  the  services  of  nonmedical  personnel  to 
satisfy  a  need  which  is  fundamentally  a  medical  need,  if  any  other 
expedient  were  available.  Even  an  increase  in  the  enrollment  of  medical 
undergraduates  would  offer  insufficient  relief ;  for,  as  the  number  of  medi¬ 
cal  graduates  grew,  so  also  would  the  ratio  of  interns  to  patients  increase 
in  well-organized  hospitals,  thus  leaving  no  greater  number  available  for 
smaller  hospitals.  Here  and  there,  visiting  physicians  in  attendance 
at  small  hospitals  assert  that  in  the  absence  of  interns  the  visiting  staff 
assumes  the  interns’  duties.  In  rare  instances  this  is  no  doubt  true,  but  if 
my  own  observations  in  small  hospitals  are  in  any  sense  typical,  the 
performance  of  the  average  visiting  physician  in  this  regard  does  not 
advance  beyond  pious  intention.  What  one  usually  finds  in  hospitals 
without  interns  is  a  beautiful  sheet  of  virgin  white  history  paper,  un¬ 
spotted  by  the  characteristically  illegible  penmanship  of  the  clinical 
historian;  a  shocking  lack  of  routine  laboratory  tests;  and  the  tranquil, 
gossipy,  unscientific  atmosphere  of  an  invalids’  boardinghouse,  rather 
than  the  purposeful,  businesslike  air  of  a  well-conducted  hospital. 

Not  a  few  of  the  larger  hospitals  are,  as  a  matter  of  fact,  employing 
nonmedical  anesthetists,  surgical  assistants,  laboratory  workers,  and  clin¬ 
ical  secretaries,  but  the  ratio  of  interns  to  patients  is  usually  greatest 
precisely  in  those  hospitals  in  which  these  extra  workers  are  employed. 
In  these  hospitals,  the  chief  purpose  in  employing  nonmedical  clinical 
aids  is  to  relieve  rapidly  changing  and  relatively  unskilled  interns  of  the 
duties  which  they  perform  least  satisfactorily,  and  to  substitute  workers 
who,  through  long-continued  practice,  eventually  acquire  a  high  degree 
of  technical  proficiency. 

The  relatively  extensive  employment  of  nonmedical  persons  in  the 
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most  progressive  and  scientifically  productive  hospitals  suggests  that 
progress  in  medical  science  is  dependent  in  a  measure  on  efficient  non¬ 
medical  aid  in  the  performance  of  work  which  does  not  necessarily 
require  medical  training  and  judgment.  But  in  assigning  clinical  functions 
to  a  nonmedical  personnel  it  is  necessary  to  proceed  with  caution,  lest 
we  unwittingly  overstep  the  safe  and  proper  limits  of  such  a  program. 

It  is  believed  that  in  from  twelve  to  eighteen  months  an  intelligent 
graduate  nurse  can  be  taught  to  perform  all  that  part  of  an  intern’s 
work  which  does  not  involve  diagnosis  and  treatment,  with  the  exception 
of  the  more  difficult  laboratory  and  bedside  procedures.  An  appropriate 
course  of  training  would  include  anesthesia,  first  aid,  surgical  dressing, 
simple  clinical  procedures  (both  diagnostic  and  therapeutic),  laboratory 
technic,  history  taking,  operating  room  technic,  and  filing  of  clinical 
records.  The  details  of  such  a  course  should  be  worked  out  and  an  effort 
made  to  establish  this  training  in  schools  of  nursing  associated  with  hos¬ 
pitals  possessing  sufficiently  varied  and  extensive  clinical  and  laboratory 
facilities  to  afford  a  background  for  thorough  work. 


Hospital,  Patient,  and  Community 
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Future  of  Voluntary  Hospitals 


There  is  a  school  of  biography  that  looks  upon  each  of  its  subjects  as 
the  product  of  his  era,  as  an  individual  whose  career  is  best  explained  in 
terms  of  his  social  environment.  It  is  in  similar  terms  that  I  think  of 
hospitals;  the  hospital  of  tomorrow  will  fit  the  world  of  tomorrow.  What 
will  that  world  be? 

Our  present  world  is  engaged  in  a  struggle  between  individualism 
and  collectivism,  and  it  is  these  vital  forces  that  are  now  reshaping  our 
hospitals  to  meet  professional  and  social  needs.  Today,  it  is  the  man 
against  the  mass  machine,  the  individual  doctor  against  the  standardizing 
organization,  the  staff  member  against  the  institution,  the  noncooperator 
against  the  group  co-operative,  the  private  hospital  against  the  govern¬ 
ment. 

In  the  current  struggle  the  voluntary  hospital  occupies  a  paradoxical 
position.  As  a  unit  of  administration,  the  voluntary  hospital  senses  keenly 
the  advantages  of  freedom  from  restraint  and  fights  shy  of  official  con¬ 
trol;  but  apparently  it  has  little  sympathy  for  the  medical  practitioner 
who  suspects  the  hospital  itself  of  a  desire  to  force  him  into  a  position  of 
dependence.  In  theory,  each  voluntary  hospital  is  ready  to  co-operate 
with  others  in  its  vicinity  and  class,  or  with  its  local  government,  in  order 
to  prevent  wasteful  overlapping;  in  practice,  it  resents  efforts  to  curtail 
its  freedom  of  action  in  the  name  and  interest  of  the  community  as  a 
whole. 

I  dare  not  attempt  to  predict  the  ultimate  effect  of  the  present  con¬ 
flict  of  ideas  upon  hospital  organization  and  management;  my  purpose 
is  only  to  examine  certain  aspects  of  today’s  conflict  in  the  hospital  field. 

The  hospital  is  a  reflection  of  the  need  of  the  sick  for  medical  care. 
The  sick,  i.e.,  individual  sick  persons,  need  diagnosis,  treatment,  and 
incidental  care.  From  these  needs  there  arises  a  demand  for  assembling 
in  usable  form  all  of  the  known  forces  and  weapons  of  modern  medicine. 
This  is  a  large  order.  Obviously,  it  is  impossible  to  bring  together  an 
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extensive  and  variously  trained  personnel  and  complete  medical  equip¬ 
ment  in  the  home  of  each  patient.  Hospitals  are  therefore  established 
where  the  needed  experts  are  associated  in  an  organization  that  has  at  its 
disposal  laboratories,  technical  apparatus,  and  instruments  of  precision. 

When  a  costly  hospital  has  been  made  ready  for  service,  it  is  found 
that  its  elaborate  resources  are  sufficient  to  meet  the  needs  of  many 
patients,  that  the  distribution  of  the  available  services  among  a  large 
clientele  reduces  individual  costs,  that  the  preservation  and  further 
development  of  the  associated  skills  require  constant  exercise  in  those 
skills,  and  that  such  exercise  is  possible  only  in  connection  with  a  variety 
of  voluminous  and  well -organized  clinical  and  laboratory  services.  Thus 
the  hospital,  emphatically  a  collective  medical  enterprise,  seems  inevitable 
and  indispensable. 

As  the  hospital  grows,  the  personality  of  patients  and  doctors  recedes 
into  the  background,  and  presently  complaints  begin  to  be  heard.  It  is 
said  that  in  a  large  hospital  or  clinic  the  patient  ceases  to  be  regarded  as 
a  human  being;  that  his  treatment  is  impersonal  to  a  disturbing  degree; 
that  idiosyncrasies  are  insufficiently  underscored;  that  statistical  results 
are  overstressed;  that  clinical  methods  are  routinized;  that  the  system 
places  too  much  authority  in  the  hands  of  laymen  and  bureaucrats.  The 
pressure  of  the  system  seems  intolerable  and  there  emerges  a  demand  for 
escape  from  the  bondage  of  the  machine  through  the  return  and  restora¬ 
tion  to  power  of  the  old-fashioned  family  practitioner  of  blessed  memory. 

In  the  picture  I  have  presented,  the  hospital  stands  for  collective 
thinking  and  acting,  for  the  beginning,  at  least,  of  a  planned  or  com¬ 
munity  system  of  medical  care;  while  the  lamented  family  doctor,  self- 
sufficient  in  some  respects,  but  lacking  many  of  the  fertile  and  desirable 
resources  of  group  practice,  is  the  personification  of  individualism. 

If  the  position  of  the  hospital  is  ambiguous  because  its  commitment 
to  collective  methods  within  the  institution  is  coupled  with  opposition  to 
controlled  community  planning,  the  position  of  the  medical  practitioner 
is  equally  so.  Medical  staffs  demand  that  hospitals  furnish  all  the  pro¬ 
fessional  and  technical  services  that  are  indispensable  to  effective  group 
clinical  practice;  hospitals  comply,  and  presently  are  astonished  to  find 
themselves  accused  by  their  own  physicians  of  invading  the  field  of  medi¬ 
cal  practice. 

Group  medicine  as  practiced  in  hospitals,  it  is  alleged,  not  only  con¬ 
stitutes  the  “corporate  practice  of  medicine”  but  has  a  tendency  to  depress 
the  physician  to  the  rank  of  an  institutional  servant.  State  and  county 
medical  societies,  proclaiming  with  passionate  conviction  their  opposition 
to  collective  government  activity  in  general  and  to  state  medicine  in  par- 
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ticular,  join  their  national  association  in  declaring  that  “the  medical 
care  of  the  indigent  is  a  state  function,”  although  the  logical  application 
of  this  doctrine  must  result  in  the  wide  expansion  of  government  hospital 
services  and  the  discontinuance  of  private  medical  charity  now  practiced 
by  volunteer  physicians  and  lay  contributors  who  jointly  support  non¬ 
profit  community  hospitals. 

To  judge  by  the  pronouncements  of  our  most  powerful  medical  asso¬ 
ciation,  organized  medical  activity  in  almost  any  form  that  involves  lay 
or  community  relations  is  of  sinister  import ;  hospitals  and  clinics  as  com¬ 
monly  organized  and  conducted,  and  more  especially  nonprofit  group 
hospital  and  medical  service  plans,  are  but  the  precursors  of  the  dreaded 
state  medicine.  Medical  societies,  therefore,  will  fix  all  of  the  conditions 
of  medical  practice;  will  direct  physicians  in  the  conduct  of  both  pro¬ 
fessional  and  public  relations;  will,  without  consultation  with  the  con¬ 
sumer,  decree  acceptable  kinds  and  rates  of  pay  for  medical  services. 
Hospitals  which  decline  to  accept  the  terms  laid  down  by  organized 
medicine  are  to  be  blacklisted  as  unethical,  and  woe  to  the  independent 
physician  who  refuses  to  accept  the  rulings  of  the  organization. 

Critics  of  the  medical  hierarchy  are  assured  that  the  sole  purpose  of 
the  arbitrary  proposals  of  medical  organizations  is  to  preserve  the  “free 
choice  of  physician.”  But  the  choice  of  a  physician  who  asserts  his  inde¬ 
pendence  of  organization  rule  is  not  considered  free  choice  in  the  sense 
in  which  organized  medicine  uses  the  term. 

This,  then,  is  the  situation:  in  order  to  progress  scientifically,  phy¬ 
sicians  specialize,  organize  clinically,  and  form  hospital  staffs.  To  bring 
their  service  within  economic  reach  of  a  large,  self-supporting  segment  of 
the  population  whose  resources  are  limited,  they  organize  economically, 
i.e.,  make  common  use  of  scientific  and  technical  equipment  assembled 
for  convenient  use  in  institutions.  To  ensure  medical  service  to  the 
indigent  they  advocate  the  extension  of  both  institutional  and  domiciliary 
government  medical  service;  but  while  99  per  cent  of  the  leaders  of  the 
profession  are  actively  and  willingly  engaged  in  these  collective  pursuits, 
organized  medicine  clings  to  the  theory  of  individualized  medical  prac¬ 
tice,  and  in  defense  of  its  philosophy,  marches  forth  with  banners  flying, 
determined  to  cripple  smoothly  functioning  institutions  which  the  pro¬ 
fession  itself  has  been  chiefly  instrumental  in  creating  and  fashioning. 

The  reality  of  the  theoretical  conflict  between  medical  individualism 
and  collectivism  cannot  be  questioned,  but  it  is  a  mistake  to  assume  that 
there  is  a  definite  dividing  line  between  the  physician  as  protagonist  of 
individualism  and  the  hospital  as  advocate  of  collectivism.  Most  of  the 
voluntary  hospitals  of  the  United  States  are  as  jealous  of  their  freedom 
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and  as  obsessed  with  their  individuality  as  are  the  most  hidebound  mem¬ 
bers  of  the  old  guard  of  private  practice. 

Hospitals  wish  to  plan,  struggle,  advance,  and  achieve  according  to 
the  unfettered  impulses  of  their  own  minds  and  hearts,  and  it  is  far  from 
their  intention  or  desire  to  accept  set  programs  of  action  or  prescribed 
patterns  of  administration.  But  it  is  undeniable  that  there  are  gaps  in  the 
existing  system  of  organized  medical  service  that  segregated  hospital  units 
have  not  managed  to  cover.  To  fill  these  gaps  is  the  inescapable  task  of 
hospital  administration;  to  fill  them  without  destroying  the  institutional 
vitality  and  productivity  that  independence  alone  can  preserve  is  the 
purpose  of  the  hospital  administrator  who  is  convinced  of  the  deadening 
and  destructive  effects  of  regimentation. 

Likewise,  there  are  needed  forms  of  organized  medical  service  that 
the  isolated  private  practitioner  cannot  supply.  To  satisfy  these  needs, 
the  hospital  type  of  medical  organization  has  been  created;  to  satisfy 
them  without  destroying  the  valued  relationship  between  doctor  and 
patient  is  the  conscious  aim  of  the  hospital  administrator  who  realizes 
that  the  hospital  can  serve,  but  can  never  replace  the  physician. 

The  principal  task  that  I  would  assign  to  the  hospital  of  tomorrow 
is  the  redintegration  of  individual  service,  the  achievement  of  the 
ends  of  private  medical  practice  within  the  framework  of  the  complete 
hospital  organization,  the  reconciliation  of  individualism  and  collectivism. 
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There  are  certain  popular  conceptions,  and  perhaps  misconceptions,  as 
to  the  relative  values  and  qualities  of  the  two  branches  of  the  American 
hospital  system.  It  is  often  assumed  that  a  state  or  city  institution,  or  an 
institution  supported  by  any  branch  of  government,  is  exposed  to  political 
interference  and  hence  to  corrupt  influences.  The  exposure  is  undoubtedly 
there.  But  I  think  it  has  been  demonstrated  in  New  York  and  other  cities 
that,  with  popular  understanding  and  support,  it  is  possible  to  establish 
and  maintain  a  public  hospital  which  in  the  conception  of  its  ethical 
responsibilities  and  the  performance  of  its  duties  will  maintain  as  high  a 
plane  of  conduct  as  one  can  hope  to  find  in  the  very  best  voluntary 
institutions.  No  longer  can  it  be  assumed  that  a  city  or  state  institution 
will  necessarily  fall  into  a  rut,  will  sacrifice  its  ideals,  will  forget  that  it 
has  responsibilities  for  progressive  administration,  that  it  will  disregard 
standards  established  in  many  instances  by  the  more  flexible  voluntary 
institution. 

The  generalization  that  a  public  hospital  is  a  hospital  loosely  con¬ 
ducted,  tending  to  be  weak,  irregular,  and  perhaps  corrupt,  cannot  be 
used  as  a  contrast  to  the  description  of  a  voluntary  hospital  as  one  which 
is  unfailingly  efficient,  well  conducted,  liberally  supported,  and  altogether 
effective.  The  sincere  administrator  of  the  government  hospital  is  as  much 
concerned  about  the  quality  of  his  work,  is  as  much  worried  by  deficient 
and  defective  medical  care,  as  is  the  conscientious  administrator  of  the 
voluntary  hospital.  The  careful  executive  of  a  public  hospital  can  be  relied 
on  to  exercise  his  ingenuity  and  ideality  in  building  up  public  hospital 
services  comparable  with  those  of  voluntary  hospitals  of  the  best  type.  A 
public  hospital  does  not  necessarily  stop  striving  to  attain  the  highest 
possible  degree  of  efficiency  in  institutional  administration.  At  least  some 
of  the  municipal  institutions  in  American  cities  have  reached  a  standard 
as  high  as  can  be  found  in  the  local  voluntary  hospitals,  or  even  higher. 
What  then  are  the  qualities  that  give  to  voluntary  hospitals  advantages 
over  public  hospitals? 
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First  and  foremost,  the  voluntary  hospital  is  in  control  of  its  patient 
load,  its  clinical  intake.  The  public  hospital,  charged  with  responsibility 
for  the  care  of  the  indigent  sick  without  limit  as  to  numbers,  cannot 
control  its  intake ;  and  since  its  budget  is  a  fixed  one,  its  task  of  preserving 
satisfactory  standards  of  medical  and  nursing  care  is  rendered  doubly 
difficult.  Additional  difficulties  that  a  municipal  hospital  encounters  are 
chiefly:  [a)  lack  of  public  appreciation  of  the  functions  of  the  hospital, 
and  hence  insufficient  appropriations;  (b)  laws  which  fail  to  protect  the 
hospitals  from  abuse  by  political  partisans;  (c)  the  tendency  on  the  part 
of  the  best  elements  of  the  community  to  hold  aloof  from  the  municipal 
hospital  or  hospitals,  and  to  give  their  support  and  countenance  to 
private  hospitals. 

In  almost  all  communities  the  public  hospital  is  restricted  by  law  to 
a  greater  extent  than  is  the  voluntary  hospital.  It  approaches  its  sup¬ 
porters — the  taxpayers — indirectly  through  an  intermediary,  namely,  the 
fiscal  power  of  the  city,  and  it  forms  a  relatively  minor  part  of  the  city’s 
administration.  The  voluntary  hospital,  on  the  other  hand,  can  appeal  at 
any  time  it  is  conscious  of  its  need  directly  to  the  community  on  which 
it  relies  for  support.  Theoretically,  there  is  no  limit  to  what  the  voluntary 
hospital  can  accomplish,  provided  it  can  sell  its  program  of  service  to  the 
community,  but  there  are  usually  fixed  legal  limits  to  the  amount  of  taxes 
that  can  be  used  for  public  hospital  support,  and  this  places  a  strait 
jacket  on  the  public  institution.  In  rare  instances,  namely,  those  in  which 
available  tax  funds  are  not  legally  restricted,  the  position  may  be  re¬ 
versed. 

There  is  a  difference  between  budget  control  or  application  of  funds 
in  the  voluntary  hospital  and  budgetary  practice  in  the  public  hospital. 
Modern  medicine  moves  by  leaps  and  bounds,  and  the  ideas  of  medical 
men  are  constantly  changing.  Those  who  are  concerned  with  hospital 
administration  know  how  frequently  new  means  of  treatment  arise,  how 
frequently  members  of  the  medical  staff  take  up  novel  ideas,  small  dis¬ 
coveries  of  their  own,  or  adaptations  of  the  progressive  methods  of 
others.  Even  in  the  course  of  the  budgetary  year  the  voluntary  hospital 
is  in  a  position  to  adapt  itself  to  the  extraordinary  demands  which  arise 
from  the  use  of  new  methods  of  treatment.  No  voluntary  hospital  need 
hesitate  to  appeal  for  new  support  if  the  need  is  urgent.  The  public 
institution,  however,  must  remain  within  its  budget  until  the  end  of  the 
municipal  fiscal  year;  therefore,  leadership  in  adopting  novel  and  pro¬ 
gressive  ideas  in  organized  medicine  is  naturally  assumed  by  the  volun¬ 
tary  hospitals. 

The  function  of  the  voluntary  hospital  may  be  said  to  be  experimental 
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and  normative.  It  freely  tries  out  new  methods  and  establishes  new 
standards;  it  inspires  public  hospital  administrators  to  strive  for  a  higher 
grade  of  service.  Not  only  does  it  provide  stimulation,  advice,  experience, 
and  guidance  to  the  public  institution,  but  it  helps  to  save  public  money. 
Not  all  the  new  things  in  medicine  that  are  promising  at  the  moment  of 
their  introduction  are  found  to  be  of  benefit;  the  experimental  phase  is 
thus  completed  at  the  expense  of  sympathetic  volunteers  and  not  at  the 
expense  of  taxpayers.  Public  institutions  owe  a  debt  of  gratitude  to 
voluntary  hospitals  because  of  their  ability  and  willingness  to  make  these 
experiments  and  report  their  results  in  convincing  terms.  The  flexibility 
of  voluntary  hospital  administration  is  a  valuable  thing. 

Not  all  voluntary  hospitals  are  equally  progressive;  nevertheless,  one 
finds  in  many  politically  backward  communities  voluntary  hospitals 
which  are  well  advanced  in  their  development  of  sound  and  progressive 
administration.  The  voluntary  hospital  is  happily  free  from  political 
influence,  but  there  are,  here  and  there,  social  and  factional  pressures 
that  might  be  compared  in  their  bad  effects  to  political  influence.  How¬ 
ever,  in  theory  and  by  tradition  the  voluntary  hospital  is  usually  an 
expression  of  the  desire  of  well-meaning  groups  to  render  real  service. 

No  doubt,  the  methods  and  procedures  of  accepting  and  rejecting 
cases  by  voluntary  hospitals  are  not  always  the  best.  For  example,  in  a 
certain  city,  a  hospital  conducting  an  ambulance  service  which  is  part  of 
a  city-wide  system  sends  to  the  city  hospital  in  the  course  of  a  year  fifty 
patients  who  die  within  twenty-four  hours  after  transfer.  Is  the  voluntary 
hospital  doing  its  full  duty?  Is  it  not  unjustifiably  transferring  patients 
in  order  to  evade  a  high  death  rate?  It  may  be  that  all  its  beds  are 
occupied,  but  even  so  it  could  admit  a  patient  over  its  arbitrarily  limited 
number  when  life  is  at  stake. 

When  a  municipality  is  willing  to  make  appropriations  for  the  partial 
support  of  voluntary  hospitals,  it  is  highly  desirable  that  certain  safe¬ 
guards  be  thrown  around  the  process.  Of  course,  the  voluntary  hospitals 
that  are  assisted  should  be  subject  to  municipal  supervision  and  to  a 
certain  measure  of  regulation;  but  they  should  not  be  so  far  controlled 
that  they  find  it  impossible  to  develop  individually  or  to  try  out  experi¬ 
ments  in  construction  or  administration.  Grants  of  public  funds  to  private 
hospitals  should  be  limited  to  the  extent  that  at  least  half  of  the  volun¬ 
tary  hospital’s  support  is  derived  from  private  sources;  if  this  is  not  done, 
the  trustees  of  the  hospital  are  apt  to  lose  a  proper  sense  of  responsibility. 
In  other  words,  the  voluntary  hospital  which  is  in  part  supported  by  the 
municipality  should  be  mainly  voluntary  and  only  secondarily  municipal. 
However,  municipal  grants  should  be  applied  under  terms  that  will  influ- 
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ence  the  private  hospital  to  tie  up  with  the  municipal  system  in  a  co¬ 
ordinated  scheme  of  hospital  development,  calculated  to  meet  the  whole 
need  of  the  community. 

In  many  cases,  voluntary  hospitals  fail  to  co-ordinate  their  activities 
with  those  of  other  hospitals  in  the  same  community.  Although  the 
internal  administration  of  a  hospital  is  the  most  important  part  of  its 
administration,  there  are  external  relationships  which  must  be  kept  in 
mind.  To  do  a  complete  job  for  the  medical  profession  and  the  com¬ 
munity,  relations  must  be  established  with  other  institutions,  both  public 
and  private,  in  order  to  develop  an  appropriate  program  of  organized 
medical  care  for  the  entire  community.  The  organization  of  hospital 
councils  throughout  the  country  is  a  most  significant  movement.  When 
such  a  council  is  organized  it  means  that  there  are  sensitive  persons  in  the 
community,  that  the  habit  of  accepting  everything  complacently  has  been 
disturbed,  that  there  are  institutions  sensible  of  their  own  faults,  limita¬ 
tions,  and  defects.  Without  a  regional  council  there  is  not  much  hope  for 
the  development  of  a  balanced  hospital  program. 

Of  course,  voluntary  hospitals  limit  themselves  individually  to  the 
service  of  special  groups  in  the  community  for  financial  or  sentimental 
reasons,  or  for  reasons  of  race,  religion,  or  social  cohesiveness.  It  is  pretty 
well  recognized  that  their  total  financial  resources  are  inadequate;  and 
this  is  where  the  public  hospital  steps  in. 

By  and  large,  voluntary  hospitals  have  found  it  impracticable — have 
found  themselves  without  means — to  support  chronic  illness,  and  it  is 
now  generally  agreed  that  such  care  is  the  function  of  public  institutions. 
The  voluntary  hospital,  excusing  its  refusal  to  take  chronic  cases,  argues 
that  a  single  chronic  case  may  stay  in  the  hospital  for  six  months  and 
that  in  that  time  twelve  or  fifteen  acute  cases  can  be  served.  The  fact 
remains  that  there  is  need  of  both  types  of  service. 

One  unfortunate  effect  of  the  exclusion  of  chronic  cases  from  volun¬ 
tary  institutions  is  that  those  institutions  that  do  research  and  teaching 
are  handicapped  in  developing  a  comprehensive  research  and  teaching 
program.  Because  of  the  absence  of  chronic  cases,  interns  are  deprived  of 
a  kind  of  clinical  training  the  value  of  which  is  increasing  year  by  year, 
as  the  average  age  of  the  population  grows  and  the  chronic  diseases  of 
middle  age  and  of  senescence  assume  a  constantly  increasing  role  in 
medical  statistics. 

Probably  the  actual  or  potential  resources  of  the  voluntary  hospital 
are  such  that  it  would  not  be  worth  making  an  appeal  to  voluntary 
hospitals  to  remodel  their  programs  and  to  pattern  them  after  the  pro¬ 
grams  of  the  most  comprehensively  organized  municipal  institutions. 
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The  great  mass  of  chronic  cases  will,  in  all  likelihood,  continue  to  be 
assembled  in  municipal  institutions;  this  imposes  a  duty  upon  the  munic¬ 
ipal  hospital.  If  this  segment  of  teaching  is  not  represented  in  the  volun¬ 
tary  hospitals,  public  institutions  must  concern  themselves  with  research 
and  teaching  in  this  field. 

What  is  true  of  miscellaneous  chronic  diseases — diseases  of  the  heart, 
blood,  glands,  nervous  system,  joints,  and  so  on — is  true  also  of  mental 
diseases  and  tuberculosis.  Research  work  in  these  fields  has  become  an 
indispensable  public  function.  If  there  are  to  be  advances  in  psychiatry 
and  in  the  treatment  of  tuberculosis,  the  place  to  look  for  those  advances 
is  where  the  great  masses  of  cases  exist,  and  that  is  in  public  institutions. 

It  is  the  duty  of  the  medical  profession  and  the  public  to  support 
research  and  teaching  programs  in  public  institutions  ( 1 )  where  a  reason¬ 
able  number  of  medical  students  cannot  be  accommodated  in  available 
voluntary  hospitals,  and  (2)  in  every  community  where  the  medical 
school  and  its  associated  voluntary  hospital  are  unable,  without  using  the 
public  hospital,  to  develop  a  comprehensive  program. 

Whether  the  teaching  of  chronic  disease  should  be  crowded  into  the 
already  overcrowded  undergraduate  curriculum  or  whether  it  should  be 
organized  as  postgraduate  work  is  another  question  entirely.  The  intro¬ 
duction  of  teaching  and  research  brings  into  the  public  hospital  a  demand 
for  higher  grades  of  work,  for  recognized  leaders,  for  qualified  teachers 
and  qualified  research  students.  The  assumption  of  this  task  by  the  public 
hospital  has  a  distinctly  invigorating  effect.  It  seems  to  me  that  this  is 
the  lever  which  can  raise  public  hospitals  that  are  backward  in  the  char¬ 
acter  of  their  work  to  the  highest  plane  of  efficiency. 

What  have  been  some  of  the  principal  lines  of  hospital  progress  during 
the  past  two  or  three  decades,  and  what  have  been  the  respective  roles  of 
voluntary  and  public  institutions  in  contributing  advances?  Hospitals 
suddenly  became  conscious  of  the  fact  that  it  was  not  sufficient  merely  to 
perform  an  operation  and  discharge  the  patient,  but  that  it  was  necessary 
in  some  instances  to  follow  up  the  case  after  discharge.  Cancer  affords  the 
easiest  illustration ;  it  was  necessary  to  establish  a  follow-up  clinic  to  ascer¬ 
tain  the  duration  or  permanence  of  the  supposed  cure  so  that  the  time 
and  types  of  recurrence  might  become  known.  When  hospitals  began  to 
follow  their  patients  in  that  way,  when  they  established  medical  social 
service,  they  were  making  a  distinct  advance  in  the  conception  of  the 
hospital’s  function.  The  first  experiments  in  this  program  were  made  in 
voluntary  hospitals,  and  the  progress  in  medical  social  service,  inadequate 
and  unsatisfactory  as  it  still  is,  would  have  been  very  much  slower  had  it 
not  been  for  the  initiative  of  progressive  voluntary  hospitals. 
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Convalescent  care  was  recognized  first  and  has  been  developed 
furthest  by  the  voluntary  hospitals.  The  most  advanced,  most  liberally 
supported  laboratories  were  for  many  years  to  be  found  there,  and  what 
is  true  of  the  pathological,  bacteriological,  and  immunological  laboratories 
is  also  true  of  roentgenology. 

The  refinements  of  nursing  care  depend  upon  the  quality  and  the 
number  of  nursing  personnel.  There  is  no  justification  for  a  double 
standard  of  nursing  care,  but  it  sometimes  happens  that  in  voluntary 
hospitals  many  more  nurses  are  employed  in  wards  of  a  given  size  and 
clinical  content  than  is  customary  in  municipal  hospitals.  Demonstrations 
of  efficient  nursing  care  can  best  be  given  in  a  voluntary  hospital  because 
it  is  an  experimental  and  normative  institution,  a  laboratory  of  hospital 
administration. 

Just  one  more  illustration  of  a  vital,  significant  kind  of  progress  for 
which  credit  must  be  given  to  the  voluntary  hospital.  That  is  the  recogni¬ 
tion  of  the  place  of  psychiatry  in  general  medicine,  and  therefore  in  the 
general  hospital.  It  was  in  a  voluntary  hospital  in  the  State  of  New  York 
that  the  first  mental  service  was  established  as  part  of  a  general  hospital. 
It  was  in  a  voluntary  hospital  in  the  City  of  New  York  that  there  was  first 
added  to  the  visiting  staff  in  general  medical  and  surgical  wards  a  con¬ 
sulting  and  eventually  an  attending  psychiatrist  to  collaborate  with  the 
physicians  who  previously  had  handled  all  their  cases  purely  from  the 
physical  and  never  from  the  combined  mental  and  physical  standpoint. 

The  voluntary  hospital,  with  its  flexibility  and  freedom  from  fixed 
budgets,  with  its  need  only  of  convincing  persons  who  by  self-selection 
are  sympathetic  to  the  needs  of  medicine  and  of  patients,  is  in  a  position 
of  primary  importance  and  advantage  in  introducing  progressive  meas¬ 
ures  in  hospital  administration.  This  is  the  important  function  of  the 
voluntary  hospital,  and  we  must  avoid,  if  we  can,  the  government’s 
taking  over  any  increasing  proportion  of  organized  medical  care. 
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A  Free  Hospital  System 

Vague  fears  coupled  with  alluring  but  deceptive  hopes  of  superior 
government  service  and  easy  government  money  have  cast  a  shadow  of 
bureaucratic  regimentation  over  America’s  free  hospitals.  That  shadow 
must  be  dispelled  if  America’s  system  of  free  hospitals  is  to  be  preserved. 

The  argument  for  a  federal  program  of  hospital  care  for  American 
workers  and  their  dependents  stems  from  three  assumptions :  ( i )  that  a 
single,  centralized  hospital  system  under  government  control  would  ensure 
standardized  hospital  practice  of  a  superior  quality;  (2)  that  it  would 
give  to  workers  and  their  families  an  ampler  and  more  uniformly  dis¬ 
tributed  hospital  service  than  they  now  receive;  and  (3)  that  it  would 
guarantee  to  local  community  hospitals,  now  somewhat  uncertain  as  to 
their  future  means  of  support,  an  effortless  financial  security.  But  when 
one  listens  carefully  to  the  siren  song  of  standardization,  sufficiency,  and 
security,  one  detects  disturbing  overtones. 

Take  the  argument  for  standardization.  The  independent,  locally 
controlled  hospital,  it  is  claimed,  is  a  hospital  of  uncertain  quality;  it 
may  be  good  or  bad,  progressive  or  unprogressive,  highly  efficient  or 
sadly  inefficient.  Government  authority,  argue  the  advocates  of  centralized 
control,  would  soon  force  even  the  poorest  locally  administered  hospitals 
to  raise  the  quality  of  their  service  to  an  acceptable  standard.  This  argu¬ 
ment  is  attractive,  but  its  advocates  seem  to  have  examined  only  one  side 
of  the  shield;  an  effort  to  standardize  by  means  of  government  decree 
could  easily  relapse  into  a  deplorable  type  of  regimentation,  bad  for  both 
the  hospital  and  its  patients. 

Because  medicine  is  forever  advancing,  a  certain  amount  of  skepticism 
about  proffered  schemes  of  standardization  is  advisable.  If  the  details  of 
hospital  organization  and  equipment  and  the  qualifications  of  the  medical 
staff  are  to  be  authoritatively  defined,  the  controlling  definitions  should 
be  so  formulated  as  to  favor  progress,  not  hinder  it;  if  official  decrees 
compel  a  hospital  to  conform  to  indispensable  minimal  requirements, 
they  should  at  the  same  time  leave  it  free  to  advance  as  its  own  genius 
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may  direct,  beyond  the  limits  of  preconceived  mediocrity.  There  are 
certain  solid  qualities  in  standardization,  but  imagination — so  valuable 
in  medical  practice — is  not  one  of  them. 

The  principle  of  standardization  is  not  unknown  to  our  hospitals.  It 
is  the  essence  of  such  legal  control  over  the  creation  and  conduct  of 
hospitals  as  exists  in  nearly  all  the  states,  and  it  enters  also  into  laws 
governing  medical  practice;  the  laws,  however,  demand  evidence  of  only 
moderate  competency  on  the  part  of  both  hospitals  and  physicians,  evi¬ 
dence  which  does  little  more  than  promise  protection  from  gross  abuse 
and  downright  fraud.  This  may  satisfy  the  uninformed  layman,  but 
enlightened  professional  opinon  looks  beyond  the  mild  requirements  of 
such  laws;  supplementary,  extralegal  standards  have  been  formulated  by 
professional  organizations  which  register  hospitals  for  special  functions, 
such  as  the  training  of  interns,  and  which  rate  them  according  to  higher 
professional  requirements.  Yet  even  these  advanced  requirements,  just 
because  they  are  made  to  fit  ordinary,  workaday  institutions,  do  not 
measure  up  to  the  best  that  the  most  favored  hospital  and  the  most 
talented  and  resourceful  physicians  can  do. 

While  voluntary  hospitals  are  of  many  grades,  with  rare  exceptions 
the  bad  as  well  as  the  good  apparently  satisfy  legal  requirements.  But 
free  voluntary  hospitals  with  unhampered  medical  staffs  are  at  liberty  to 
seek  a  higher  degree  of  efficiency  than  the  law  demands,  or  than  cus¬ 
tomary  legislative  appropriations  are  able  to  support,  and  by  their  own 
ambition  and  effort  the  best  among  them  have  established  their  recog¬ 
nized  superiority. 

An  upper  as  well  as  a  lower  limit  may  be  imposed  upon  the  quality 
of  a  hospital’s  service  by  official  regulations  and  legal  standardizing 
processes.  Can  anyone  believe  that  the  best  of  our  hospitals  would  have 
achieved  what  they  actually  have  achieved  if  government  bureaus  had 
fixed  and  circumscribed  their  functions  and  had  conferred  tenure  under 
civil  service  rules  upon  their  medical  staffs?  Ask  any  experienced  director 
of  a  government  department  employing  a  large  professional  staff  about 
the  negative  aspects  of  civil  service  rules;  let  him  tell  you  how  tenure  of 
office  clouds  imagination,  how  it  cools  the  ardor  of  ambition,  how  it 
protects  the  drudge,  how  it  serves  home-grown  mediocrity  at  the  expense 
of  imported  talent.  The  merit  and  seniority  system  extolled  by  the  civil 
service  reformer  is  hateful  to  the  predatory  politician,  hence  the  honest 
citizen  is  prone  to  accept  it  as  an  unmixed  blessing.  Yet  in  this  selfsame 
merit  and  seniority  system  may  be  found  symptoms  of  the  creeping  disease 
of  bureaucracy,  a  disease  which  has  lowered  the  vitality  and  destroyed 
the  efficiency  of  many  a  well-meaning  government  organization. 
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The  segregated  budget  is  another  device  that  is  dear  to  the  heart  of 
the  reformer,  who  properly  demands  light  upon  government  operations 
and  detests  the  cunning  and  selfish  manipulation  of  public  funds.  But 
think  of  the  damper  that  is  placed  upon  lively  medical  experimentation 
by  strict  application  of  the  segregated  budget  which,  under  government 
procedure,  can  be  revised  only  once  a  year.  A  keen  clinical  or  laboratory 
research  worker  is  one  of  the  most  valuable  assets  a  hospital  can  have; 
but  an  inventive  mind  that  is  compelled  to  wait  until  budget-making 
time  to  present  a  brilliant  scientific  intuition,  and  must  then  submit  the 
idea  to  bureaucratic  judges  who  have  little  or  no  knowledge  of  the  field 
involved,  is  likely  to  seek  a  more  promising  environment.  I  have  actually 
dealt  with  such  situations  in  both  public  and  private  hospitals,  and  I 
know  there  is  a  difference. 

To  direct  the  affairs  of  a  hospital  intelligently  and  forcefully,  a  hos¬ 
pital  executive  must  be  on  the  job,  and  must  have  adequate  authority; 
his  is  emphatically  an  inside  job.  Hospital  administration  becomes 
increasingly  difficult  in  proportion  to  the  remoteness  of  the  controlling 
power.  A  nation-wide  or  even  a  state-wide  hospital  system  would  of 
necessity  be  subject  to  regulations  of  a  more  rigid  character  than  those 
required  for  a  single,  tax-supported,  community  hospital,  locally  directed. 
A  municipal,  county,  or  state  hospital  may  exhibit  many  of  the  most 
desirable  qualities  of  a  high-grade  voluntary  hospital,  if  it  is  fortunate 
enough  to  remain  under  the  control  of  the  community  which  depends 
upon  it  for  service  and  if  it  is  effectively  guarded  against  partisan  political 
interference.  Local  management  can  readily  check  the  results  of  its  deci¬ 
sions,  and  is  sensitive  to  domestic  criticism ;  an  executive  to  whom  a  single 
hospital  is  only  a  minor  fraction  of  a  far-flung  government  organization 
must  take  a  great  deal  for  granted.  I  learned  by  experience  how  little  a 
conscientious  commissioner  can  really  know  about  the  proficiency  and 
attitudes  of  the  individuals  comprising  the  medical  staffs  of  a  string  of 
government  hospitals  under  central  direction.  Although  the  twenty-seven 
hospitals  under  my  management  as  Commissioner  of  Hospitals  were  all 
located  in  a  single  city,  I  now  know  that  I  was  blind  to  many  of  their 
faults.  I  was  wonderfully  free  from  political  pressure,  but  that  did  not 
make  me  either  omniscient  or  omnipotent;  some  of  the  hospitals’  most 
glaring  deficiencies  could  not  be  remedied  because  means  were  lacking, 
and  defects  persisted  because  of  tangled  red  tape.  These  are  faults  from 
which  no  far-reaching  system  of  government  hospitals  would  ever  be 
exempt. 

The  most  potent  single  influence  for  the  protection  of  high  standards 
in  government  hospitals  is  the  co-existence  of  pacemaking  independent 
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hospitals;  in  such  hospitals  lie  our  hope  and  our  security.  Maintenance 
of  relatively  high  standards  in  a  local  government  hospital  is  favored 
when  the  hospital  serves  all  social  classes  rather  than  the  indigent  only, 
when  it  is  associated  with  a  medical  school,  when  its  managing  board 
commands  the  respect  of  the  community,  when  its  chief  executive  officer 
is  a  person  of  suitable  character  and  training,  when  its  normal  income  is 
augmented  by  funds  voluntarily  contributed  for  special  purposes,  and 
when  its  professional  staff  includes  physicians  who  are  associated  with  or 
who  received  their  early  training  in  liberally  conducted  voluntary  hos¬ 
pitals. 

The  vital  role  of  the  free  community  hospital  as  an  activator  of  pro¬ 
gressive  hospital  administration  seems  clear.  Another  of  the  major  argu¬ 
ments  for  a  centralized  government  hospital  system  is  that  the  govern¬ 
ment  would  provide  general  hospital  facilities  in  greater  quantity  than 
have  actually  been  furnished  by  free  local  agencies.  In  my  opinion,  it  is 
the  free  community  hospital,  not  the  government  hospital  system,  that 
holds  the  record  for  relative  quantity  as  well  as  for  quality  of  service. 

That  there  are  gaps  in  the  distribution  of  locally  sponsored  general 
hospitals  may  be  conceded;  not  all  regions,  nor  all  communities,  are 
equally  supplied  with  general  hospital  beds.  This  is  not  surprising,  since 
economic  resources,  intelligent  medical  leadership,  and  social  conscious¬ 
ness  are  also  unequally  distributed.  While  many  communities  have  amply 
provided  themselves  with  hospital  services,  others  have  not  done  as 
well  and  a  few  have  failed  altogether.  It  is  easy  enough  for  critics  of  free 
hospitals  to  point  out  a  deficient  supply  of  community  hospital  beds.  But 
is  there  any  reason  to  believe  that  an  exclusive  government  system  would 
have  provided  a  more  complete  service  for  the  nation  in  the  same  period? 
If  the  free  hospital  system  is  to  be  judged  by  what  it  has  accomplished, 
it  is  only  fair  that  government  hospitalization  be  subjected  to  the  same 
test.  Government  has  already  claimed  certain  branches  of  hospital  service 
for  its  own,  so  that  a  comparison  is  in  order  between  government  per¬ 
formance  in  the  fields  which  it  has  already  pre-empted  and  that  of  local 
communities  that  have  undertaken  to  provide  general  hospital  beds 
for  their  own  use. 

Although  voluntary  hospitals,  especially  in  the  eastern  part  of  the 
country,  have  participated  freely  in  the  general  hospital  care  of  the 
indigent,  it  is  an  accepted  doctrine,  widely  woven  into  the  fabric  of  our 
social  laws,  that  care  of  the  indigent  is  a  government  responsibility.  Have 
many  states  and  counties  fulfilled  their  obligation  in  this  respect?  Actually, 
the  localities  best  supplied  with  general  hospital  beds  for  the  indigent  are 
those  in  which  religious  and  charitable  organizations  have  voluntarily 
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taken  over  a  substantial  part  of  an  admitted  government  obligation.  When 
the  shortage  of  general  hospital  beds  for  the  underprivileged  in  certain 
localities  is  offered  as  proof  that  the  free  system  of  local  hospitals  is 
ineffectual,  it  might  be  well  to  inquire  whether  the  deficiency  does  not  in 
reality  reflect  the  failure  of  government  to  do  its  duty. 

Where  such  lack  of  hospital  beds  is  due  to  the  incurable  poverty  of 
city,  county,  or  state  governments,  objection  cannot  reasonably  be  made 
to  a  program  of  federal  aid,  but  the  need  of  federal  intervention  in  special 
cases  of  this  kind  does  not  justify  the  claim  that  the  voluntary  hospital 
system  has  failed,  or  that  the  time  has  arrived  for  government  to  invade 
the  territory  of  the  community  hospital  and  take  all  hospital  care  into  its 
own  hands.  When  the  respective  responsibilities  of  free  local  communities 
and  of  government  for  hospitalization  are  analyzed  and  hospital  per¬ 
formance  compared  on  this  basis,  government  does  not  emerge  as  the 
winning  champion.  There  are  communities  in  which  the  indigent  are 
being  neglected,  declares  the  advocate  of  a  government  hospital  system, 
and  government  must  therefore  undertake  the  administration  of  all  hos¬ 
pitals.  As  I  see  it,  voluntary  community  hospitals  are  to  be  robbed  of  their 
indispensable  freedom  and  the  public  deprived  of  invaluable  services  not 
because  the  voluntary  hospitals  have  failed,  but  because  government  has 
failed. 

In  the  matter  of  general  hospital  care,  government  has  not  done  too 
well  by  the  indigent,  and  its  showing  in  the  major  special  branches  of 
hospital  service  which  it  has  taken  for  its  own  is  no  better.  By  common 
consent,  and  of  necessity,  government  has  long  since  assumed  responsi¬ 
bility  for  the  particularly  costly  care,  because  so  greatly  prolonged,  of  the 
mentally  ill  and  the  tuberculous.  Of  the  1,700,000  [as  of  1945]  hospital 
beds  in  the  United  States,  more  than  a  third,  or  650,000,  are  in  mental 
hospitals  and  about  80,000  in  tuberculosis  hospitals  and  sanatoriums. 
The  deficiencies  in  these  two  major  government  hospital  categories  are 
notorious;  in  1938,  the  Technical  Committee  on  Medical  Care  showed 
that  facilities  were  deficient  to  the  extent  of  50,000  beds  for  the  tuber¬ 
culous  and  of  130,000  beds  for  the  mentally  ill.  But  are  statistics  neces¬ 
sary  to  prove  the  inadequacy  of  these  government  services?  Read  the 
reports  of  the  institutions  themselves,  or  of  the  government  agencies  that 
administer  them.  Bad  as  it  is,  the  picture  that  is  presented  in  these  reports 
would  be  much  worse  but  for  the  unceasing  educational  efforts  of  such 
organizations  as  the  National  Committee  for  Mental  Hygiene  and  the 
National  Tuberculosis  Association. 

To  anyone  who  has  visited  typical  state  mental  hospitals,  to  social 
workers,  welfare  officers,  health  officers,  and  hospital  administrators  who 
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are  in  daily  contact  with  unsatisfied  public  hospital  demand,  no  argu¬ 
ment  need  be  presented.  Year  after  year,  the  plight  of  the  special  govern¬ 
ment  hospitals  is  emphasized  in  petitions  to  appropriating  bodies,  and 
suitable  budgets  are  patiently  presented;  year  after  year,  the  requested 
appropriations  are  denied.  In  these  matters,  political  expediency,  which 
often  is  ruthless,  rules.  How  the  general  hospital  needs  of  the  nation 
would  fare  as  one  of  the  thousand  items  in  a  federal  budget  of  bewildering 
complexity,  is  anybody’s  guess.  Could  any  local  community  be  sure  of  the 
proper  consideration  of  its  needs?  Could  any  patient  expect  a  federal 
hospital  system  to  respond  sensitively  to  his  individual  need?  Happy  the 
patient  who  has  a  physician  who  knows  him  well,  and  who  can  turn  with 
confidence  to  a  community  hospital  that  he  knows ! 

What  of  the  future  security  of  the  hospitals  themselves?  Is  it  true  or 
false  that  voluntary  or  local  community  hospitals  have  no  future  as  such? 
Has  the  time  arrived  for  the  hospital  trustee,  the  individual  philanthropist, 
the  community  chest,  the  industrial  corporation  which  in  the  past  has 
willingly  contributed  toward  hospital  construction  and  hospital  mainte¬ 
nance,  to  give  up  in  despair,  leaving  all  hospital  responsibility  to  the 
government?  If  this  were  done,  hospitals  would  be  free  in  a  peculiar 
sense :  they  would  be  free  to  the  political  wirepuller,  free  to  both  the 
hard-boiled  and  the  visionary  bureaucrats,  free  to  competing,  drum¬ 
beating  pressure  groups,  free  to  harassed  and  bewildered  budget  makers, 
free  to  all  the  accidents  of  legislative  action  and  apathy. 

Security  is  such  a  winsome  word,  and  yet — is  Uncle  Sam  really  Santa 
Claus  in  disguise?  Government,  even  the  Government  of  the  United 
States,  has  no  money  of  its  own;  it  is  an  agent,  not  a  principal  in  the 
realm  of  social  service.  The  income  of  community  hospitals  today  is 
derived  from  the  earnings  of  industry — I  use  the  term  in  its  broadest 
sense — and  hospital  income  would  come  from  exactly  the  same  source 
under  a  federal  system  of  hospitalization  benefits  or  of  hospital  control. 
The  proffered  “security”  of  a  federal  hospitalization  program  is  merely 
the  assurance  that  industry  (management  and  employees)  would,  under 
legal  compulsion,  systematically  support  community  hospitals  which  they 
now  support  voluntarily  and  somewhat  less  systematically.  Today  each 
community,  in  some  localities  a  single  industry,  determines  its  own  level 
of  hospital  service  and  pays  for  it;  but  what  it  pays  for  hospital  service 
is  applied  to  hospital  service  and  to  nothing  else.  Under  a  federal  plan, 
the  level  of  service  would  be  fixed  by  a  government  agency,  and  all  or  only 
part  of  the  proceeds  of  the  supporting  tax  would  be  used  for  hospital 
purposes,  as  political  expediency  might  dictate. 

To  the  extent  that  community  hospitals,  in  addition  to  providing 
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organized  medical  care  for  people  above  the  poverty  line,  participate  in 
the  care  of  the  indigent,  they  must  be  aided  by  philanthropic  gifts  or 
by  appropriations  from  tax  receipts — increasingly,  under  present  and 
prospective  conditions,  from  taxes.  Such  public  assistance  will,  I  hope, 
always  be  given  under  conditions  that  will  not  deprive  voluntary  hos¬ 
pitals  of  their  freedom  to  determine  their  own  administrative  policies, 
to  experiment  prudently  with  advanced  organizational  and  clinical 
methods,  to  select  their  own  staffs,  to  prune  their  own  staffs  when  neces¬ 
sary,  to  aid  medical  schools,  to  co-operate  with  social  agencies,  and  to 
educate  the  public  in  regard  to  the  essential  characteristics  of  good 
medical  care. 

If  government  will  gradually  expand  and  improve  its  hospital  service 
for  the  indigent;  if  the  Federal  Government  will  hold  out  a  helping  hand 
to  the  poorer  communities  for  this  purpose ;  if  counties  and  municipalities 
will  more  fully  and,  as  far  as  their  available  resources  permit,  discharge 
their  responsibilities  for  the  care  of  public  charges  in  voluntary  hospitals, 
these  institutions,  in  collaboration  with  industry,  will  under  normal  con¬ 
ditions  be  able  to  supply  the  hospital  needs  of  their  respective  com¬ 
munities. 

No  one  disputes  the  desirability  of  budgeting  the  unforeseeable  hos¬ 
pital  costs  which  are  so  burdensome  to  the  individual.  Compulsory 
government  insurance  is  a  possible  method  of  budgeting,  but  the  volun¬ 
tary  nonprofit  plan  is  a  better  method.  The  19,000,000  [as  of  1945] 
subscribers  who  have  joined  nonprofit  hospitalization  plans  in  the  United 
States  and  Canada  have  found  this  out  and  they  seem  to  be  pleased  with 
their  discovery,  for  of  those  who  are  free  to  choose,  nineteen  out  of  twenty 
renew  their  subscriptions  each  year.  With  encouragement  rather  than 
competition  from  the  Federal  Government,  the  full  growth  of  voluntary 
nonprofit  hospitalization  would  be  assured.  In  view  of  what  has  been 
accomplished  already,  it  seems  entirely  feasible  to  cover  the  hospital  needs 
of  the  great  mass  of  the  working  population  by  voluntary  participation  in 
prepayment  plans.  The  voluntary  method  has  the  merit  of  providing  a 
stable  source  of  hospital  support  while  preserving  the  freedom  of  com¬ 
munity  hospitals  with  all  that  their  freedom  involves. 

The  degree  of  corporation  interest  and  the  interest  of  business  men 
generally  in  local  hospitals  depends  upon  the  services  which  the  hospitals 
perform  for  the  local  community,  and  more  particularly  for  corporation 
and  business  employees.  Nonprofit  semiprivate  and  ward  prepayment 
plans  offer  the  best  possible  means  of  bringing  corporations  and  their 
local  hospitals  closer  together.  And  special  committees  of  labor  organiza¬ 
tions,  guided  by  competent  economic  advisers,  have  recommended  par- 
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ticipation  in  such  plans  to  workers.  In  their  own  interest,  as  well  as  in  the 
interest  of  the  community,  voluntary  hospitals  should  vigorously  promote 
the  expansion  of  voluntary  prepayment  plans  on  terms  which  suit  the 
resources  and  needs  of  workers.  The  nonprofit  principle  should  be  the 
controlling  factor  in  fixing  the  fees  of  subscribers  and  the  service  pay¬ 
ments  to  participating  hospitals.  On  these  terms  and  in  this  manner,  the 
invaluable  life  of  voluntary  hospitals  can  be  indefinitely  prolonged  and 
hospital  medical  practice  protected  from  the  blight  of  government  regi¬ 
mentation. 

Since  hospitalization  is  an  important  part  of  health  conservation, 
government  interest  in  hospitalization  is  appropriate  and  desirable.  Let 
us  hope  that  this  wholesome  interest  will  not  find  expression  in  blind 
flights  into  the  tricky  and  tempestuous  political  stratosphere,  unchecked 
by  the  serviceable  ballast  of  America’s  own  experience  in  efficient  hospital 
administration  and  the  ways  of  medical  achievement. 


4 


Hospitalization  Insurance 


Nonprofit  group  hospital  service  is  rooted  in  social  economic  condi¬ 
tions.  It  is  nourished  by  a  widespread  awareness  and  a  desire  to  take  full 
advantage  of  hospital  resources.  Its  growth  is  largely  determined  by  four 
major  influences :  ( i )  the  extent  of  popular  understanding  of  the  con¬ 
venience  and  practicability  of  joint  budgeting  to  meet  unpredictable 
individual  hospital  expense  resulting  from  catastrophic  illness;  (2)  the 
earnestness  with  which  prepayment  hospital  expense  plans  are  supported 
by  the  medical  profession;  (3)  the  enlightened  self-interest  and  conse¬ 
quent  co-operation  of  hospitals;  and  (4)  competitive  commercial  insur¬ 
ance,  which  has  in  isolated  cases  been  known  to  employ  selling  methods 
that  are  less  than  candid. 

Nonprofit  group  hospitalization  on  a  community-wide  basis  was  first 
made  available  to  the  public  by  voluntary  hospitals,  and  there  have  been 
directors  of  hospital  service  plans  who  regarded  their  organizations  as 
little  more  than  subordinate  hospital  auxiliaries,  chiefly  concerned  with 
stabilizing  hospital  income.  Fortunately,  this  is  not  the  prevailing  point 
of  view;  if  it  were,  one  could  expect  scant  sympathy  for  proposals  to 
extend  voluntary  hospitalization  insurance  to  the  low  income  group 
which  cannot  afford  subscription  rates  that  will  cover  group  hospital 
costs.  Yet  it  is  only  through  the  careful  formulation  and  the  willing 
acceptance  of  these  non-commercial  proposals  that  hospital  service  organ¬ 
izations  can  hope  to  achieve  full  development  as  community-wide  service 
organizations. 

Unless  a  group  hospitalization  plan  can  do  for  its  subscribers  or  co- 
operators  something  that  they  cannot  do  for  themselves,  there  is  little 
excuse  for  its  existence  and  less  hope  for  its  survival.  That  something  is 
the  assured  provision  of  hospital  care  when  the  emergency  arises,  care 
given  not  in  a  public  hospital  as  a  recognized  public  function,  or  in  a 
voluntary  hospital  as  an  act  of  charity  or  good  will,  but  made  available 
under  a  group  subscription  plan  in  a  hospital  of  the  subscriber’s  own 
choosing. 
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It  is  true  that  everybody  does  not  have  to  face  the  emergency  of  a 
costly  hospital  illness  every  year.  But  anyone  may  find  himself  facing 
such  an  emergency  at  any  time,  either  for  himself  or  for  a  dependent, 
and  no  thoughtful  man  or  woman  is  unaware  of,  or  indifferent  to,  the 
poignant  tragedy  of  financial  unpreparedness  in  such  a  situation.  It  is 
because  of  this  awareness  that  when  the  machinery  for  joint  budgeting 
of  hospital  expense  by  means  of  group  hospital  service  plans  was  created, 
it  was  so  promptly  accepted  by  large  numbers  of  prudent  persons  of 
moderate  means. 

The  pattern  that  was  initially  adopted  by  group  hospital  plans  was 
not  perfect.  From  the  standpoint  of  the  individual  seeking  protection 
against  unpredictable  hospital  expense,  a  perfect  protective  pattern  would 
cover  professional  as  well  as  institutional  service.  Among  the  millions  of 
subscribers  to  group  hospital  service  plans,  there  are  some  who  are  content 
with  the  limited  protection  they  now  have.  These  subscribers  are  willing 
to  arrange  independently  for  medical  or  surgical  attention;  some  even 
prefer  to  do  so.  Others,  less  affluent  or  independent,  are  asking  with 
growing  insistence  for  combined  hospital  and  medical  service  coverage. 

Popular  understanding  of  the  practicality  and  desirability  of  joint 
budgeting  to  meet  unpredictable  individual  hospital  expense  has  lately 
so  developed  as  to  make  combined  professional  and  institutional  service 
coverage  almost  mandatory.  Since  there  are  no  insuperable  obstacles  to 
the  satisfaction  of  this  demand,  it  may  be  assumed  that  the  necessary 
legal  and  administrative  mechanism,  in  a  form  suitable  for  general 
adoption,  will  be  provided.  But  this  need  and  demand,  and  the  relevant 
administrative  mechanisms,  have  to  do  chiefly  with  the  rounding  out  of 
protection  for  persons  of  moderate  income  who,  because  their  individual 
financial  reserves  are  slender,  have  undertaken  collectively  to  support 
themselves  as  semiprivate  hospital  patients. 

On  this  plane,  semiprivate  group  hospital  service  plans  present  a 
significant  example  of  intelligent  co-operation;  they  are  independent, 
self-supporting,  co-operative  enterprises,  rather  than  enterprises  of  char¬ 
acteristic  communal  character  toward  the  support  of  which  fractional 
contributions  must  be  made  by  others  than  the  beneficiaries.  But  when 
all  the  demands  of  groups  seeking  semiprivate  care  shall  have  been 
appeased  by  nonprofit  hospital  service  plans  as  now  conducted,  by  such 
plans  expanded  and  supplemented  by  budgeted  professional  fees  collec¬ 
tively  applied  through  medically  controlled  nonprofit  organizations,  and 
by  the  underwriting  of  commercial  insurance  companies  and  cash 
indemnity  corporations,  only  the  introductory  chapter  of  group  hospital¬ 
ization  will  have  been  written.  An  outstanding  theme  in  the  history  of 


HOSPITALIZATION  INSURANCE 


165 

group  hospitalization,  as  it  is  likely  to  be  told  by  future  historians,  will  be 
found  in  a  wide  movement  for  the  provision  of  nongovernmental  hospital 
service  for  the  great  mass  of  gainfully  employed  individuals  in  the  lower 
income  brackets  through  the  combined  efforts,  contributions,  and  sacri¬ 
fices  of  the  workers  themselves,  of  the  medical  profession,  and  of  volun¬ 
tary  hospitals  commanding  community  confidence  and  still  enjoying  sub¬ 
stantial,  though  diminishing,  philanthropic  support. 

My  long  experience  in  administering  both  public  hospitals  and  private 
nonprofit  hospitals  has  convinced  me  that  in  our  society  the  highest 
standards  of  hospital  care  can  be  most  satisfactorily  maintained  under  a 
dual  hospital  system  made  available  for  the  treatment  of  the  masses, 
rather  than  under  a  single  system  administered  by  the  government.  The 
political,  budgetary,  legal,  and  administrative  influences,  hindrances,  and 
complexities  to  which  public  hospitals  and  public  hospital  systems  are 
unavoidably  subject  do  not  favor  progressive  administrative  methods  or 
promise  the  highest  standards  of  clinical  care.  Competent  critics  may 
complacently  define  acceptable  minimum  standards  for  public  hospitals, 
but  responsible  administrators  know  that  it  is  not  possible  to  observe  such 
standards  in  all  respects  and  at  all  times;  and  to  raise  a  government 
hospital  above  a  prescribed  minimal  standard  requires  extraordinary 
administrative  skill  and  energy,  plus  a  degree  of  generalized  staff  enthusi¬ 
asm  that  is  far  from  common.  I  gladly  testify  to  the  presence  of  physicians 
of  great  skill  and  fine  professional  character  in  public  hospitals.  I  am  also 
conscious  of  the  admirable  institutional  qualities  of  certain  public  hos¬ 
pitals,  the  most  outstanding  of  which  are  associated  with  medical  schools. 
But  public  hospitals  of  great  distinction  are  relatively  few  in  number, 
and  they  either  register  the  influence  of  a  potent,  special  educational 
stimulus,  or  they  enjoy  a  rare  type  of  leadership  whose  continuous  func¬ 
tioning  cannot  be  assured.  I  question  whether  even  these  favorably 
activated  institutions  would  be  able  to  move  forward  at  their  present 
rate,  if  there  were  no  privately  conducted  teaching  and  research  hospitals 
to  set  the  pace.  Without  vigorous,  independent  voluntary  hospitals  to  act 
as  pacemakers,  all  public  hospitals  would  feel  the  retarding  influence  of 
bureaucratic  red  tape,  and  the  large  class  of  medical  indigents,  who  must 
in  any  event  look  to  state,  city,  and  county  hospitals  for  care,  would  fare 
accordingly. 

“But,”  someone  may  ask,  “what  has  all  this  to  do  with  the  future  of 
group  hospital  service  plans?55  The  answer  is  that  many  voluntary  hospitals 
which  collectively  provide  free  or  below  cost  ward  hospital  service  to 
workers  of  slender  means  (who  are  conditional,  not  inescapable  medical 
indigents),  are  finding  it  so  difficult  to  support  this  service  that  a  marked 
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diminution  in  its  volume  is  confidently  predicted  and  even  its  collapse 
is  feared.  To  the  extent  that  voluntary  hospitals  fail  to  provide  free  or 
partly  free  care  for  low  income  groups,  government  hospitals  must  take 
their  place. 

Unless  all  the  signs  of  the  times  deceive,  there  is  only  one  way  to 
preserve  the  voluntary  hospital  system  in  its  present  vigor  and  volume  as 
a  system  caring  for  both  poor  and  rich.  That  way  is  to  find  a  reliable 
source  of  income,  wholly  or  chiefly  nongovernmental  in  character,  for  the 
support  of  ward  accommodations;  and  this  is  where  the  group  hospital 
service  plan  with  its  method  of  joint  budgeting,  aided  perhaps  by  com¬ 
munal  contributions  in  one  form  or  another,  fits  into  the  picture. 

The  voluntary  hospital  should  not  abandon  its  charitable  role,  for 
even  if  payments  to  voluntary  group  hospitals  become  the  common  prac¬ 
tice  of  workers  in  the  lower  income  brackets,  the  amounts  budgeted  by 
them  for  this  service  will  not  suffice  to  cover  the  entire  cost  of  their  hospital 
care;  moreover,  we  must  face  the  continued  presence  among  us  of  unin¬ 
sured  workers  and  of  other  needy  sick.  Ample  opportunity  will  therefore 
remain  for  those  who  have  surplus  incomes  and  who  are  inclined  to  con¬ 
tribute  to  voluntary  hospitals. 

Budgeted  payments  by  workers  eligible  for  ward  care  should  become, 
through  the  widest  possible  extension  of  nonprofit  hospital  service  plans, 
a  major  item  in  voluntary  hospital  financing.  Ward  services  in  voluntary 
hospitals  should  be  supported  as  far  as  possible  by  the  beneficiaries  of 
such  services,  acting  in  concert  for  their  own  good,  since  otherwise  the 
preservation  of  this  beneficent  activity  is  uncertain,  and  its  desirable 
extension  impossible.  Millions  of  workers  who  now  either  go  without 
hospital  care,  or  reluctantly  accept  care  in  public  or  voluntary  institutions 
under  the  unpalatable  classification  of  medical  indigents,  can  be  included 
within  the  scope  and  activity  of  the  plans. 

There  can  be  no  doubt  of  the  sympathy  with  which  a  community 
hospital  service  plan  for  the  masses  will  be  received  by  the  medical  pro¬ 
fession,  assuming  that  a  plan  is  developed  which  does  not  disregard  the 
reasonable  claims  of  the  physicians  themselves,  who  have  often  been 
generous  to  a  fault. 

Inasmuch  as  the  development  of  the  voluntary  hospital  system  in 
fullest  measure  as  a  system  serving  both  rich  and  poor  is  involved  in  the 
proposals  under  consideration,  it  is  not  difficult  to  see  where  the  enlight¬ 
ened  self-interest  of  community-minded  voluntary  hospitals  lies. 

The  suggested  program  has  its  limitations,  and  on  this  score  it  will 
not  escape  criticism.  It  is  unnecessary  to  claim  in  its  defense  that  it  offers 
a  complete  solution  of  all  the  problems  of  disease  prevention  and  medical 
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care  for  the  masses;  so  far  as  I  have  been  able  to  observe,  panaceas  in 
administrative  medicine  have  always  been  disappointing.  The  aim  of  the 
proposed  extension  of  group  budgeting  for  hospital  care  is  clear.  To  low 
income  workers  and  their  families  it  opens  the  door  to  a  larger  volume  of 
needed  hospital  service.  It  spreads  among  the  groups  concerned  costs 
that  cannot  be  borne  individually.  It  removes  a  source  of  grave  anxiety. 
It  utilizes  the  valuable  agency  of  existing  hospital  equipment  and  organ¬ 
ization.  It  vitalizes  private  medical  practice  and  preserves  desirable 
medical  relationships.  It  makes  for  independence  and  self-respect.  It 
releases  public  funds  for  other  necessary  uses.  It  safeguards  the  American 
system  of  voluntary  hospitals,  a  system  which  has  demonstrated  its  value 
as  a  progressive  force  in  medicine. 

The  suggested  program  leaves  to  the  state,  and  to  charitably  inclined 
voluntary  hospitals,  the  separate  problem  of  hospital  care  for  those  who 
cannot  help  themselves,  either  individually  or  collectively.  It  makes  no 
provision  for  the  minor  illnesses  of  its  proposed  subscribers,  nor  does  it 
attempt  to  provide  institutional  care  for  creeping  illnesses  of  such  long 
duration  as  to  make  public  assistance  indispensable.  All  these  are  phases 
of  the  broad  problem  of  medical  care  that  are  now  being  or  can  be  other¬ 
wise  dealt  with. 

The  program  offers  a  critical  test  of  the  practicability  of  self-help 
through  free,  large-scale  co-operation  in  a  major  division  of  medical 
organization  and  care.  Eventually,  it  will  enable  medical  administrators 
and  sociologists  to  compare  its  results,  good  or  bad,  satisfactory  or  unsatis¬ 
factory,  with  those  of  compulsory  hospital  and  sickness  insurance  and  of 
state  medicine  as  elsewhere  practiced. 
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“Supported  by  Voluntary  Contributions” 


There  is  a  familiar  phrase  which  is  used  to  describe  the  means  by  which 
most  hospitals  live.  It  is  said  that  they  are  “supported  by  voluntary 
contributions.”  An  uncompromising  determinist  would,  of  course,  main¬ 
tain  that  in  a  purely  mechanistic  universe  a  gift  to  a  hospital  is  no  more 
an  act  of  free  will  than  any  other  seemingly  voluntary  act.  And  some 
of  the  philanthropists  whose  names  appear  on  the  subscription  lists  of 
hospitals,  painfully  recalling  the  powerful  pressure  that  compelled  them 
to  put  their  unsympathizing  hands  into  their  pockets,  would  be  tempted 
to  concede  their  inability  to  act  as  free  agents  in  respect  to  hospital  dona¬ 
tions,  though  they  would  probably  continue  to  maintain  that  there  are 
spheres  of  conduct  in  which  free  will  does  obtain — that  a  man  is  not 
obliged,  for  example,  to  choose  a  particular  woman  as  wife  or  to  wear  a 
necktie  of  any  special  design. 

The  reluctant  Samaritan  who  pauses  on  the  verge  of  generosity  is  not 
peculiar  to  our  times.  Maimonides,  the  famous  twelfth-century  philoso¬ 
pher,  astronomer,  and  physician,  declared  that  there  were  eight  degrees 
of  charity,  the  lowest  degree  being  “to  give,  but  with  reluctance  and 
regret.”  There  is  some  doubt  about  the  virtue  of  those  who  give  in  so 
poor  a  spirit,  but  there  is  none  about  the  sterling  merit  of  their  more 
generous  (and  happily,  more  numerous)  associates  who  periodically 
replenish  the  hospital  treasury. 

A  hospital  gift  may  come  free  as  forest  air,  or  it  may  be  attached  by  a 
stubborn  string  to  some  puzzling  idiosyncrasy;  it  may  come  singing  joy¬ 
ously  of  a  happy  birthday  or  a  family  reunion,  or  it  may  be  the  sad 
messenger  of  a  sudden  and  grievous  loss. 

A  gift  may  be  large  or  small,  sweet  or  sour,  a  threat  or  a  benediction, 
a  tribute  to  conscience  or  a  political  gesture,  the  simple  expression  of 
desire  to  serve  humanity,  or  a  curious  method  of  punishing  a  disobedient 
child.  Hospital  gifts  have  been  employed  as  expressions  of  love,  gratitude, 
friendship,  memory,  good  fellowship,  pride  of  family,  and  pride  of  race. 
And  often  a  gift  is  intended  as  a  humble  tribute  to  God. 
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The  most  inspiring  of  all  gifts  is  the  tiny  offering  of  the  almost 
penniless  patient  from  whom  nothing  is  demanded  by  the  hospital,  but 
whose  grateful  heart  craves  utterance.  There  is  the  case  of  the  tottering 
man  who,  having  just  received  a  dime  from  the  social  service  worker  to 
pay  his  carfare  home,  stole  back  into  the  hospital,  sought  an  interview 
with  the  superintendent,  and  offered  the  dime  for  the  benefit  of  some 
needier  patient,  stoutly  maintaining  that  he  was  able  to  walk  a  distance  of 
several  miles  to  his  home.  And  that  other  case  of  the  painter,  with  earn¬ 
ings  scarcely  sufficient  to  meet  the  most  urgent  needs  of  his  family,  who 
insisted  upon  renovating  the  soiled  basement  corridor  of  the  hospital, 
where  he  worked  evenings,  Sundays,  and  holidays,  and  in  a  sustained 
effort  of  nine  months,  finished  an  extensive  piece  of  work,  gratis  to  the 
hospital. 

A  truly  magnificent  donation  may  follow  close  upon  the  heels  of  a 
gift  so  small  as  to  contrast  pathetically  with  the  rich  emotion  which 
accompanies  it.  But  a  large  gift  as  well  as  a  small  one  may  be  inadequate, 
as,  for  example,  a  memorial  building  given  on  condition  that  it  be  used 
for  a  costly  service  of  a  specified  kind,  for  which  the  donor  of  the  build¬ 
ing  fails  to  provide.  An  extreme  case  that  belongs  in  the  category  of 
inadequate  gifts  is  that  of  one  of  the  most  beautiful  small  hospitals  in 
the  world,  its  rooms  and  wards  furnished  with  every  comfort  and  in  the 
most  exquisite  taste,  its  operating  rooms  perfect,  the  technical  equipment 
of  its  laboratories  of  the  very  best,  and  the  whole  bestowed  unsolicited 
upon  a  small  community  where  no  competent  surgeon  resides,  and  where 
modern  laboratory  procedures  are  unknown  to  the  few  old-fashioned 
practitioners  of  the  neighborhood.  There  it  stands,  a  pathetic  monument 
to  the  thoughtless  generosity  of  its  donor,  while  the  people  of  the  vicinity 
who  need  hospital  care  seek  out  more  distant  institutions  possessing  quali¬ 
fied  hospital  staffs. 

An  element  of  self-seeking  may  sometimes  be  suspected  in  hospital 
donations.  Thus,  for  example,  the  industrialist,  legally  or  morally 
responsible  for  the  medical  care  of  injured  employees,  who  gives  a  small 
subsidy  to  the  local  hospital  and  accepts  in  return  treatment  costing  two 
or  three  times  the  amount  of  his  annual  subscription,  is  a  dubious  bene¬ 
factor. 

Occasionally  a  peculiar  mixture  of  generosity  and  self-love  is  en¬ 
countered.  This  is  seen  in  the  proffer  of  a  needed  gift  of  considerable 
proportions,  to  which  obnoxious  conditions  are  attached.  A  woman  of 
known  public  spirit  once  offered  to  erect  a  lecture  hall  needed  by  a  large 
hospital  interested  in  teaching,  but  on  the  condition  that  the  building  be 
placed  on  the  only  piece  of  vacant  ground  in  the  hospital’s  possession 
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which  was  suitable  for  an  indispensable  ward  building.  The  acceptance 
of  such  a  gift  would  have  done  more  harm  than  good. 

There  are  three  classes  of  contributors  that  especially  gladden  the 
hearts  of  hospital  administrators.  The  first  is  the  grateful  patient  who,  in 
paying  his  hospital  bill,  adds  a  small  sum  in  token  of  his  appreciation  of 
the  kindly  service  he  has  received.  The  second  is  the  annual  contributor 
whose  gift  is  not  a  momentary  emotional  response  to  a  clamorous  public 
appeal,  but  is  the  offering  of  an  understanding  friend  who  may  be  relied 
upon  to  contribute  his  quota  in  fair  weather  and  foul.  The  third  is  the 
deficit  guarantor,  who  gallantly  stands  by  with  life-preserving  dollars 
when  the  hospital  ship  threatens  to  sink  in  a  sea  of  accumulated  debt. 

Community  chests,  welfare  federations,  and  united  hospital  funds  have 
widened  the  basis  of  hospital  support,  placing  upon  the  whole  community 
a  burden  which  was  formerly  borne  by  the  charitably  minded  few. 

Hospital  donors  may  be  primarily  the  friends  of  medical  education, 
or  in  rare  instances  of  nursing  education.  Their  chief  interest  may  be  in 
the  promotion  of  medical  science,  or  they  may  wish  to  improve  the  facili¬ 
ties  of  medical  friends  or  relatives  for  clinical  and  laboratory  investiga¬ 
tion.  They  may  be  high-spirited  gamblers,  loving  the  excitement  of  play 
but  unwilling  to  accept  for  themselves  money  won  from  friends  in  sporting 
fashion,  who  gallantly  pass  their  winnings  on  to  a  deserving  charity;  or 
they  may  be  profiteers  guilty  of  sharp  practice  in  business,  who  seek  to 
ease  troubled  consciences  by  succoring  a  worthy  cause. 

One  of  the  best  friends  of  every  worthy  hospital  is  a  modest  person 
who  prefers  to  be  known  as  “Anonymous.”  There  is  little  that  the  hospital 
can  do  to  express  its  appreciation  of  the  gifts  of  this  warm-hearted  and 
Hydra-headed  benefactor,  other  than  to  enumerate  his  gifts  in  its  annual 
report,  and  to  add  a  hearty  “thank  you.”  An  equally  fervent  expression 
of  appreciation  is  due  underpaid  hospital  helpers  of  every  class,  especially 
those  performing  menial  service  at  less  than  the  prevailing  wage.  It  was 
one  of  these  who  from  the  scant  savings  resulting  from  thirty  years  of 
hard  work  bequeathed  twenty-five  dollars  to  the  hospital  which  had 
underpaid  her  during  all  that  time,  reserving  the  balance  for  her  funeral 
expenses. 

The  devoted  hospital  physician  has  not  been  sufficiently  praised  in 
song  or  story.  When,  after  a  lifetime  of  self-sacrificing  service,  he  happens 
to  depart  this  life  a  celebrated  man,  he  is  sometimes  accorded  the  recog¬ 
nition  of  a  black-bordered  page  in  the  hospital’s  annual  report.  In  the 
meantime,  hundreds  of  his  kind,  year  in  and  year  out,  with  scant  hope 
of  reward  in  this  world  or  in  the  next,  continue  to  devote  themselves  to 
the  hospital’s  poorer  patients,  restoring  children  to  parents,  wives  to 
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husbands,  and  wage  earners  to  their  families.  Must  we  talk  in  terms  of 
money?  Compare,  then,  the  value  of  the  unpaid  service  which  is  given 
by  the  medical  staff  of  a  dispensary  in  which  100,000  free  consultations 
are  held  annually,  with  the  money  required  to  meet  its  incidental  ex¬ 
penses.  If  the  cash  outlay  of  the  dispensary  be  fifty  cents  for  each  con¬ 
sultation  held  (an  average  figure),  its  annual  budget  will  amount  to 
$50,000;  against  this  set  100,000  skilled  consultations  or  treatments  at 
the  very  low  valuation  of  a  dollar  each,  and  it  becomes  evident  that  the 
value  of  this  service  is  double  that  of  the  tabulated  dispensary  budget. 

Because  the  pride  of  a  giver  now  and  then  outruns  his  possessions, 
or  because  in  a  period  of  fluctuating  prices  no  investment  is  absolutely 
secure,  hospitals  are  sometimes  advertised  to  the  world  as  the  fortunate 
receivers  of  magnificent  residuary  estates  of  which  the  actual  residue  is 
often  impalpable.  A  dollar  is  a  dollar,  but  precisely  what  hospital  com¬ 
modities  a  dollar  will  buy  twenty  years  after  a  will  is  made,  nobody 
can  say. 

Part-time  lay  volunteers  are  numerous  in  American  hospitals — espe¬ 
cially  in  the  social  service  outpatient  departments.  There  is  a  double  value 
in  this  volunteer  service.  First,  there  is  the  concrete  value  of  the  services 
actually  rendered,  and  second,  the  tonic  effect  which  the  presence  of  a 
group  of  intelligent  volunteers  in  a  clinic  has  upon  the  paid  attendants 
and  the  patients.  Volunteers  are  less  likely  to  feel  hurried  or  harried  than 
are  those  regularly  employed  in  busy  clinics,  and  their  presence  and  par¬ 
ticipation  in  the  work  creates  a  pleasanter  atmosphere. 

Money  and  service  are  the  two  great  categories  into  which  hospital 
donations  fall.  Those  who  serve  as  hospital  trustees  are  expected  to  give 
both.  Of  considerably  less  importance  are  gifts  of  innumerable  articles, 
some  of  which  the  hospital  finds  useful,  while  others  it  accepts  with 
becoming  courtesy  but  secretly  discards  at  the  first  opportunity.  Into 
every  hospital  there  pours  a  constant  supply  of  articles,  useful  or  trouble¬ 
some,  beautiful  or  ugly,  such  as  flowers,  fresh  and  decayed;  fruits  and 
table  delicacies  which  lessen  the  monotony  of  hospital  fare;  musical 
instruments,  appropriate  and  inappropriate  to  hospital  use;  surgical  and 
medical  appliances,  new  or  outworn;  a  multitude  of  patent  medicines 
which  no  self-respecting  staff  would  think  of  prescribing;  dilapidated 
invalid  chairs  which  the  social  service  department  uses  if  it  can ;  toys  from 
sickrooms  which  the  prudent  pediatrician  immediately  orders  banished 
or  burned ;  books,  newspapers,  and  magazines,  high-brow  and  low-brow, 
to  improve  or  deprave  the  taste  of  convalescents;  misfit  clothing,  shoes 
down  at  the  heels,  and  stockings  full  of  holes;  household  furniture  of  all 
periods  and  of  no  period;  aberrant  sculpture  obnoxious  to  the  discerning 
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eye  of  the  trained  anatomist;  the  dreary  canvases  of  unknown  masters; 
braying  brasses;  exotic  bric-a-brac;  embroideries  extraordinary;  and, 
finally,  an  inexhaustible  stream  of  free  criticism  and  advice  which  the 
wise  hospital  administrator,  dimly  conscious  of  his  faults,  receives  without 
rancor  and,  let  us  hope,  never  forgets.  Rarer  than  bequests  of  money, 
service,  or  bric-a-brac,  are  legacies  in  which  the  testator,  eager  to  aid  in 
the  promotion  of  science,  bequeaths  to  the  hospital  in  fee  simple  the 
earthly  tenement  of  his  soul,  and  thus  achieves  a  signal  triumph  of 
mind  over  matter. 

Some  enterprising  hospitals  make  an  effort  to  capture  their  supporters 
young;  they  begin  with  the  organization  of  junior  auxiliary  societies  in 
Sunday  schools  and  kindergartens,  where  tiny  toddlers  are  cajoled  into 
sacrificing  their  penny  allowances  for  the  benefit  of  some  crippled  hospital 
child.  Any  American  youngster  may  look  forward  to  becoming  President 
of  the  United  States,  but  the  kindergarten  child  who  yields  up  his  weekly 
portion  of  sweets  to  aid  a  helpless  hospital  cripple  may  hope  to  attain  the 
more  exalted  position  of  president  of  a  hospital  board. 

A  hospital  may  be  the  lengthened  but  tenderly  distorted  shadow  of  a 
crusty  millionaire,  or  it  may  derive  its  sustenance  from  a  very  large  num¬ 
ber  of  small  contributors.  If  a  single  definite  pattern  is  ever  adopted  for 
the  support  of  hospitals  in  this  country,  it  is  almost  certain  to  be  a  state 
pattern.  Under  a  purely  public  or  state  system,  the  hospitals  may  be  able 
to  spend  as  much  money  as  they  are  spending  today,  but  the  joy  of  spon¬ 
taneous  giving  will  be  gone,  and  with  it  the  humor  and  pathos  which 
characterize  so  many  of  the  contributions  of  the  present  time.  One  shud¬ 
ders  to  think  of  the  day  when  hospitals,  transformed  into  soulless  stand¬ 
ardized  state  institutions,  will  be  compelled  to  haul  down  the  red  flag  of 
human  brotherhood,  which,  alas!  is  so  often  entwined  with  the  piratical 
flag  of  a  beneficent  holdup  system.  May  that  day  be  far  off;  and  may 
American  hospitals  continue,  for  generations  to  come,  to  be  “supported 
by  voluntary  contributions.55 


6 


Privilege  of  Being  a  Hospital  Trustee 


There  are  certain  valuable  experiences  in  life  to  which  the  multitude 
may  not  reasonably  aspire.  One  of  them  is  the  experience  of  being  a 
hospital  trustee,  a  privilege  which  in  the  United  States  is  reserved  for 
the  Republic’s  best  hundred  thousand  citizens.  A  privilege  is  defined  as 
“a  right,  immunity,  benefit,  or  advantage  enjoyed  by  an  individual  or 
group  of  individuals  beyond  the  common  advantages  of  other  individ¬ 
uals,”  and  in  this  sense  the  privileges  of  a  hospital  trustee  are  many. 

In  many  cases  women  are  now  found  serving  with  distinction  on 
hospital  boards;  but  the  typical  hospital  trustee  is  a  successful  man  of 
business.  It  is  no  small  matter  for  a  business  man  to  find  himself  suddenly 
translated  from  an  environment  in  which  a  man’s  worth  is  judged  by 
what  he  can  grasp  and  hold  to  one  in  which  he  is  rated  according  to 
what  he  freely  and  unselfishly  gives  away.  It  may  not  be  altogether 
accurate  to  characterize  the  business  world  as  a  place  of  sordid  acquisitive¬ 
ness  and  the  hospital  world  as  the  exclusive  home  of  generosity;  I  am 
quite  ready  to  concede  that  the  “economic  man,”  whose  sole  motive  is 
gain,  was  never  more  than  a  fiction  of  the  earlier  political  economists, 
and  that  the  use  of  such  a  term  is  a  libel  on  humanity.  In  addition  to  the 
satisfaction  of  amassing  wealth,  successful  business  men,  I  believe,  derive 
from  their  activities  the  solid  comfort  of  fellowship,  the  pleasing  sense  of 
power,  and  those  peculiar  satisfactions  that  come  only  from  creative  work. 
And  yet,  since  no  enterprise  that  is  unprofitable  can  survive  under  a 
competitive  business  system,  the  desire  for  profit  must  ever  be  in  the  fore¬ 
front  of  the  business  man’s  mind,  cutting  off  his  sympathy  and  damming 
up  the  springs  of  his  generosity.  From  this  frustration  of  man’s  kindlier 
instincts  hospital  trusteeship  offers  a  way  of  escape,  an  opportunity  for 
the  growth  and  enrichment  of  personality. 

But  this  is  not  all.  Mankind  has  often  been  pictured  as  engaged  in  a 
life  and  death  struggle  with  disease.  We  are  hemmed  about  by  dangers 
of  which  we  are  sometimes  clearly,  sometimes  only  vaguely,  conscious, 
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and  from  these  dangers  we  are  constantly  striving  to  escape.  In  the  wars 
between  nations  there  are  combatants  and  noncombatants,  a  military 
class  and  a  civilian  class,  militarists  who  believe  in  the  efficacy  of  war  and 
pacifists  who  see  in  warfare  only  that  which  is  destructive  and  degrading. 
In  the  war  against  disease  there  are  no  pacifists,  none  who  holds  himself 
aloof  and  is  unwilling  to  share  in  the  work  behind  the  lines  at  least.  All 
are  actually,  or  in  some  sense  ready  to  be,  participants.  All  are  eager  for 
news  from  the  front,  but  the  bulletins  do  not  reach  everybody  at  the  same 
time.  The  hospital  trustee  occupies  a  point  of  vantage  from  which  he  can 
hear  the  noise  from  the  firing  lines  and  can  even  see  the  front.  It  is  his 
privilege  to  provide  the  sinews  of  war,  to  be  consulted  from  time  to  time 
about  the  plan  of  battle,  and  to  hear  the  details  of  each  successful  offen¬ 
sive  before  the  news  becomes  common  property.  It  is  his  privilege  also 
to  converse  day  by  day  with  officers  and  privates,  and  to  give  moral  and 
material  support  to  those  who  are  bearing  the  brunt  of  the  fight. 

If  from  one  point  of  view  the  hospital  may  be  regarded  as  part  of  a 
militant  machine  whose  function  it  is  to  safeguard  mankind  against  forces 
inimical  to  life,  from  another  angle  the  hospital  is  disclosed  as  part  of 
the  educational  structure  of  modern  civilization.  The  hospital  teaches  its 
patients  how  to  live,  and  sends  out  into  the  world  an  endless  stream  of 
teachers  from  its  laboratories,  wards,  social  service  departments,  and 
schools  of  nursing,  who  carry  into  the  remotest  hamlets  the  golden  truths 
of  hygiene.  Governments  profit  by  hospital  experience,  for  carefully  com¬ 
piled  hospital  statistics  may  be  the  first  indication  of  dangers  that  menace 
the  body  politic.  It  is  the  privilege  of  hospital  trustees  to  participate  in 
the  creation  of  specialized  educational  machinery  which  is  of  enormous 
social  value,  and  to  regulate  its  growth,  whether  independently  or  in 
affiliation  with  universities. 

The  hospital  organization  depends  for  its  efficiency  on  the  fitness  of 
each  human  element  to  perform  a  special  and  clearly  defined  task.  The 
members  of  a  hospital  staff  do  not  work  alone  but  in  conjunction  with 
others;  hence  a  congenial  personality  is  often  as  essential  to  success  as  a 
penetrating  mind  or  rare  manual  skill.  The  selection  of  members  of  the 
hospital  staff  usually  rests  with  the  hospital  trustee,  who  is  thus  called 
upon  to  become  a  critical  judge  of  men,  both  intrinsically  and  in  relation 
to  their  hospital  environment.  The  moral  influence  of  the  superintendent 
is  bound  to  be  felt  and  his  judgment  come  into  play,  provided  his  knowl¬ 
edge  and  character  warrant  consideration  of  his  views;  but  there  should 
be  no  legal  qualification  of  the  trustee’s  responsibility  for  the  appointment 
of  staff  men. 

One  of  the  most  fascinating  and  dangerous  privileges  of  the  hospital 
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trustee  is  the  duty  of  selecting  men  who  combine  in  their  make-up  the 
intellectual  and  moral  qualities  that  hospital  service  requires.  In  the  course 
of  his  experience,  the  trustee  is  likely  to  find  that  the  cleverest  men  are 
sometimes  too  individualistic  and  self-assertive  to  serve  the  hospital  well. 
A  hospital  worker  should  react  with  his  fellows,  should  stimulate  and  be 
stimulated  by  them,  but  he  must  not  be  eager  or  even  willing  to  increase 
his  fame  at  the  cost  of  destroying  the  self-respect,  reputation,  or  effective¬ 
ness  of  his  colleagues.  The  trustee  may  not  be  able  to  frustrate  genius,  for 
genius  has  a  way  of  defying  ordinary  human  judgment  and  all  man¬ 
made  institutions,  but  by  the  manner  in  which  he  exercises  his  official 
judgment  he  can  encourage  or  discourage  talent,  and  to  that  extent  can 
make  or  mar  the  hospital.  To  a  modest  man  this  is  an  almost  terrifying 
privilege,  the  courageous  exercise  of  which  is  a  task  to  challenge  all  his 
fortitude. 

The  important  thing  for  a  lay  board  to  remember  is  that  one  of  its 
primary  functions  is  to  play  into  the  hands  of  a  conscientious  medical 
staff;  to  seek  to  provide  the  medical  staff  with  the  most  advanced  equip¬ 
ment  obtainable;  to  treat  medical  appointments  as  something  sacred, 
remembering  always  the  possible  dire  effects  of  personal  favoritism;  to 
bring  into  relation  with  the  hospital  as  many  local  practicing  physicians 
as  can  be  absorbed  without  disrupting  the  discipline  of  the  hospital  or 
lowering  its  standards;  to  remind  the  senior  members  of  the  staff  of  their 
responsibility  for  the  education  and  training  of  their  younger  colleagues; 
to  give  the  medical  staff  a  reasonable  opportunity  to  be  heard  on  all 
administrative  matters  that  have  a  clinical  bearing;  to  refrain  from  inter¬ 
fering  in  clinical  matters  that  logically  belong  within  the  province  of  the 
medical  staff  itself;  and  to  set  up  some  sort  of  permanent  interlocking 
committee  or  conference  board  which  will  deal  systematically,  thought¬ 
fully,  and  effectively  with  matters  of  joint  interest. 

The  community  hospital  cares  for  rich  and  poor,  for  the  sheltered 
and  the  friendless,  for  the  cultivated  and  the  uncultivated.  The  rapid 
growth  of  social  service  departments  shows  that  hospitals  now  look  upon 
their  patients  as  human  beings  living  in  a  definite  social  environment  and 
frequently  suffering  from  maladjustments  to  it.  Through  the  social  service 
department,  the  hospital  trustee  who  is  not  a  mere  skimmer  of  surfaces  is 
given  an  opportunity  to  look  beneath  the  superficial  facts  of  our  social 
organization  into  the  depths,  and  thus  to  acquire  an  understanding  of 
the  complexities  of  the  modern  economic  world  not  open  to  the  common 
man. 

It  is  the  privilege  of  the  hospital  trustee  to  awaken  prosperous  but 
unobservant  neighbors  to  a  sense  of  their  social  responsibilities,  and  to 
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mediate  between  rich  and  poor.  The  growing  complexity  of  hospital 
administration  is  no  doubt  responsible  in  part  for  the  gradual  withdrawal 
of  the  hospital  trustee  from  the  minute  affairs  of  the  hospital,  and  there 
is  much  to  be  said  in  favor  of  shifting  the  responsibility  for  actual  admin¬ 
istration  to  trained  or,  at  any  rate,  experienced  executives.  In  throwing 
off  the  burden  of  fund  raising,  however,  the  trustee  is  doing  something 
quite  different.  The  financial  secretary  or  the  whirlwind  campaign  man¬ 
ager  may  have  a  better  command  than  the  trustee  of  the  psychological 
technics  of  fund  raising,  but  the  former  is  not  in  a  position  to  make  the 
strong  appeal  that  can  be  made  by  the  trustee,  whose  appeal  to  personal 
friends,  business  associates,  and  citizens  with  a  sense  of  civic  responsibility 
is  reinforced  by  the  example  of  his  own  generosity.  The  paid  campaign 
director  may  be  and  often  is  suspected  of  working  for  himself ;  the  hospital 
trustee  is  the  spokesman  for  a  philanthropic  enterprise,  because  his  mo¬ 
tives  are  beyond  question. 

The  trustee  whom  religion  claims  as  its  own  finds  in  the  hospital  an 
opportunity  to  put  into  practice  ethical  precepts  that  are  an  integral  part 
of  his  faith.  The  earliest  hospitals  recorded  in  history  were  inspired  by 
religious  motives,  and  religious  impulses  remain  to  this  day  the  source  of 
much  that  is  valuable  in  hospital  life. 

If  a  trustee  is  inclined  to  be  sociable,  he  will  find  in  the  hospital 
congenial  companionship.  If  he  is  easily  moved  by  suffering,  he  finds 
himself  in  a  position  to  contribute  to  the  alleviation  of  the  pain  and 
misery  that  distress  him.  If  children  fascinate  him,  he  can  study  them  at 
close  range  and  can  win  their  affectionate  regard.  The  art  lover  who  joins 
a  hospital  board  is  almost  certain  to  find  that  the  hospital  can  be  improved 
by  tasteful  decoration,  while  the  devotee  of  system  and  order  soon  dis¬ 
covers  that  many  of  the  hospital’s  internal  affairs  cry  out  for  adjustment 
and  that  his  knowledge  of  business  system  can  be  a  great  asset  to  the 
institution. 

It  seems  clear  that  in  many  ways  the  hospital  trustee  has  the  oppor¬ 
tunity  to  make  the  world  a  better  place  to  live  in,  and  that  he  is  fortunate 
above  the  average  man.  Once  fully  awakened  to  his  task,  he  has  a  never- 
ending  series  of  useful  and  interesting  duties  to  perform  and  is  immune 
to  the  afflictions  of  middle-age  boredom.  He  enjoys  (though  this  fact 
must  not  be  too  widely  advertised)  the  benefit  of  much  free  medical 
advice,  and  he  has  the  enviable  advantage  of  having  at  his  command  a 
reliable  agency  through  which  he  can  benefit  mankind  not  only  during 
his  lifetime  but,  if  he  is  sufficiently  thoughtful  and  generous  in  the  prepa¬ 
ration  of  his  will,  as  long  as  the  present  socioeconomic  order  endures. 
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Reader,,  have  you  ever  looked  through  a  hospital  report?  I  do  not  mean 
the  report  of  a  famous  New  England  institution  with  a  passion  for  con¬ 
fession,  which  once  a  year  through  the  frank  utterances  of  its  department 
heads  reveals  its  problems  and  puzzlements,  its  failures  and  frustrations, 
its  errors  and  its  “shame,”  and  yet  courageously  pushes  forward,  ever 
hopeful  of  improvement.  I  mean  reports  of  a  commoner  kind,  in  which 
the  patient  is  accepted  as  the  hospital’s  chief  concern  but  is  considered 
from  a  special  viewpoint.  From  report  to  report  the  aims  of  hospitals 
seem  to  change;  in  turn,  the  patient  is  a  unit  of  production  in  a  health 
factory,  a  needy  person  fulfilling  the  Biblical  prophecy  of  the  everlasting 
presence  of  the  poor,  a  well-to-do  customer  whose  patronage,  if  wisely 
managed,  may  be  made  to  yield  a  profit  in  dollars  and  cents,  the  subject 
and,  with  good  luck,  the  survivor  of  a  dangerous  surgical  operation,  and 
even  an  experimental  animal  rather  than  a  spiritually  significant  human 
being. 

Take  the  hospital  that  year  after  year  reckons  its  progress  solely  by 
the  increase  in  the  number  of  its  patients;  the  greater  the  number  of 
patients  treated  the  prouder  the  institution’s  boast  of  work  accomplished. 
A  hospital  board  that  knows  no  value  but  quantity  needs  to  be  taught 
that  clinical  practices  vary  in  method  and  result.  It  would  be  a  salutary 
exercise  for  the  members  of  any  hospital  board  to  visit  at  least  one  other 
hospital  every  year,  the  hospital  to  be  chosen  by  a  well-informed,  impartial 
critic.  For  trustees  who  are  intent  upon  quantity  production  and  low  cost, 
I  would  choose  as  an  object  lesson  a  hospital  that  stresses  scientific 
resources  and  methods,  or  one  noted  for  the  generosity  of  its  nursing 
service,  in  the  hope  that  new  and  fruitful  ambitions  might  spring  from 
such  contacts. 

I  have  emphasized  the  attitude  of  trustees  because  the  trustees  of  a 
hospital  are,  in  theory  at  least,  its  policy  making  body.  In  matters  of  daily 
routine,  hospitals  are  apt  to  follow  the  predilections  of  superintendents 
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rather  than  the  formal  enactments  of  trustees.  From  hour  to  hour  the 
affairs  of  the  hospital  are  in  the  hands  of  its  executive  officer,  and  no 
hospital  can  do  a  really  good  job  whose  superintendent  is  not  vigorous, 
well  informed,  sympathetic,  unselfish,  and  an  enemy  of  make-believe. 

A  conscientious  superintendent  may  derive  some  satisfaction  from  the 
knowledge  that  he  has  been  able  to  carry  on  the  hospital’s  work  for  a 
year  without  exceeding  his  budgetary  allowance,  but  he  will  not  boast  of 
this  if  he  knows  that  he  has  deprived  patients  of  necessary  care  and  has 
paid  starvation  wages  to  his  subordinates.  It  may  be  the  function  of  the 
superintendent  to  transmit  to  the  board  a  staff  report  that  claims  an 
exceptionally  high  rate  of  cures,  but  the  candid  superintendent  will  not 
hesitate  to  add,  if  the  circumstances  warrant,  that  the  genuineness  of  these 
claims  must  remain  in  doubt  as  long  as  the  hospital  fails  to  include  in  its 
program  an  adequate  follow-up  system. 

A  hospital  may  report  a  striking  increase  in  the  number  of  major 
surgical  operations  performed,  but  the  superintendent  will  derive  no 
particular  satisfaction  from  this  announcement  if  he  has  reason  to  believe 
that  certain  members  of  the  staff  are  so  eager  to  amass  imposing  surgical 
statistics  that  their  indications  for  operation  are  not  invariably  sound  or 
in  the  best  interests  of  the  patient. 

Every  hospital  has  its  virtues,  its  faults,  and  its  hobbies.  Thus,  a 
hospital  may  be  ready  to  go  to  any  trouble  and  expense  to  carry  through 
to  its  conclusion  an  interesting  case  of  particular  scientific  interest  but 
may  be  only  too  eager  to  discharge  a  patient  whose  condition  lacks  scien¬ 
tific  appeal;  for  what  sex  appeal  is  to  the  motion  picture  producer,  scien¬ 
tific  appeal  is  to  many  hospitals.  Another  hospital  may  open  its  doors 
wide  to  patients  of  a  certain  race  or  religion,  and  discourage  applications 
from  those  who  are  less  congenial  to  its  superintendent  or  its  staff.  In 
some  of  these  attitudes  a  hospital  does  not  command  the  respect  or  invite 
the  applause  of  a  lover  of  fair  play. 

An  awakened  understanding  of  aspects  of  illness  that  clinicians  had 
previously  ignored  has  led  many  hospitals  to  establish  social  service  depart¬ 
ments.  From  modest  beginnings,  the  social  service  division  has  developed 
into  a  formidable,  highly  specialized  organization  upon  which  both  clini¬ 
cians  and  hospital  administrators  lean  heavily — rather  too  heavily  in  some 
instances.  Hospitals  had  obviously  been  guilty  of  a  serious  sin  of  omission ; 
confession,  penitence,  and  a  new  and  improved  line  of  conduct  were  all 
in  order.  But  having  achieved  this,  many  hospitals  once  more  resumed 
an  air  of  easy  assurance,  as  if  perfection  had  now  been  achieved.  To 
assume  that  a  hospital  can  perfect  its  organization  and  complete  its  task 
by  the  simple  expedient  of  appointing  a  social  service  worker  is  to  assume 
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more  than  the  facts  warrant.  One  may  admit  that  no  hospital  can  fully 
meet  its  responsibilities  unless  it  approaches  its  patients  from  the  point  of 
view  which  social  service  particularly  emphasizes,  and  yet  be  unwilling 
to  accept  the  creation  of  a  social  service  department  as  a  cure-all  for 
administrative  defects  and  clinical  deficiencies. 

Of  two  hospitals  in  the  same  neighborhood,  one  may  constantly  have 
a  waiting  list  while  the  other  has  vacant  beds.  The  difference  may  be  due 
to  differences  in  the  reputation  of  the  two  institutions,  or  it  may  merely 
mean  that  the  less  frequented  hospital  has  a  relatively  weak  staff  organi¬ 
zation.  When  a  hospital  lacks  ward  patients,  an  inquiry  into  the  origin 
of  such  ward  material  as  it  has  will  often  point  the  way  to  greater  public 
usefulness.  A  study  made  by  a  large  hospital  in  one  city  showed  that  75 
per  cent  of  its  ward  patients  applied  to  the  hospital  at  the  suggestion  of 
members  of  the  hospital  staff  and  other  physicians.  Another  hospital 
found  that  50  per  cent  of  its  ward  patients  were  referred  either  by  unat¬ 
tached  family  physicians  or  by  members  of  its  own  staff;  that  25  per  cent 
of  the  whole  number,  underestimating  the  gravity  of  their  ailments, 
originally  sought  relief  in  the  outpatient  department,  and  that  the  remain¬ 
ing  25  per  cent  sought  hospital  care  without  guidance  or  sponsorship. 

Every  hospital  has  its  list  of  undesirables,  groups  that  are  rigidly 
excluded  in  conformity  with  a  predetermined  hospital  policy,  or  patients 
already  admitted  of  whom  the  hospital  seeks  to  rid  itself  at  the  first  oppor¬ 
tunity  by  discharge  or  transfer.  If  a  hospital  lacks  facilities  for  the  special 
treatment  required  by  a  patient,  the  rejection  of  the  case  is  logical;  but 
from  the  standpoint  of  community  service,  the  incident  cannot  properly 
be  considered  closed  until  it  has  been  shown  that  the  absence  of  facilities 
is  not  due  to  mere  indifference  or  to  downright  administrative  incompe¬ 
tence.  Considerations  of  public  health  or  of  public  welfare  may  place 
upon  a  hospital  the  duty  of  temporarily  caring  for  a  case  of  tuberculosis, 
a  mentally  disturbed  patient,  a  paralytic,  a  woman  in  labor,  or  an  infant 
with  measles,  for  whom  the  hospital  lacks  satisfactory  permanent  accom¬ 
modations. 

Progress  in  the  care  of  hospital  patients  proceeds  along  two  distinct 
lines,  one  touching  the  care  of  the  individual  patient,  the  second  related 
to  the  needs  of  the  community  as  a  whole.  In  the  care  of  individual 
patients,  hospitals  during  the  last  decades  have  earned  an  imposing  array 
of  credits,  the  result  chiefly  of  successful  research  in  clinical  and  labora¬ 
tory  medicine,  of  nursing  education,  of  social  science,  of  psychiatry,  of  a 
rising  tide  of  philanthropic  gifts,  and  of  hospital  administration  proper. 

As  evidence  of  their  progress,  American  hospitals  can  cite  any  number 
of  facts.  There  are  the  numerous  improvements  in  the  technic  of  hospital 
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planning  and  arrangement  (substitution  of  smaller  for  larger  wards  is 
cited  as  an  example),  and  the  recognition  of  social  and  industrial  back¬ 
grounds  as  factors  in  the  causation  of  disease.  They  might  point  to  the 
follow-up  system,  which  provides  a  corrective  lor  incomplete  clinical  work 
and  for  mistaken  clinical  assumptions;  to  the  development  of  the  appoint¬ 
ment  system  in  outpatient  departments;  to  improvements  in  nursing 
technic  and  to  the  substitution  of  seasoned  graduate  nurses  for  immature 
students;  to  advances  in  practical  dietetics;  and  to  the  acceptance  of 
occupational  therapy  as  a  hospital  function.  The  partially  successful 
efforts  to  reconcile  hospital  charges  with  the  financial  resources  of  pa¬ 
tients,  the  improvement  of  clinical  records,  the  stricter  control  of  the  work 
of  interns,  the  employment  of  new  and  valuable  diagnostic  tests,  and  the 
purposeful  experimentation  with  group  medical  practice,  all  are  evidence 
of  progress.  American  hospital  administration  is  still  far  from  perfect,  but 
who  can  deny  that  valuable  ground  has  been  won  when  the  record  shows 
so  many  different  improvements  bearing  directly  on  the  comfort  and 
welfare  of  patients? 

Unfortunately,  corresponding  progress  has  not  been  achieved  in  the 
organization  of  hospital  work  considered  from  the  community  standpoint. 
The  energy  that  has  gone  into  recent  hospital  development  has  been 
almost  entirely  the  energy  of  specialists  striving  for  the  improvement  of 
particular  phases  of  hospital  service.  What  is  needed  is  an  attack  upon 
the  hospital  problem  of  the  community  as  a  whole.  The  community 
survey,  which  is  now  being  freely  employed,  is  the  natural  and  necessary 
forerunner  of  community  planning  and  organization.  A  gap  remains  to 
be  bridged  between  the  knowledge  and  the  ideals  of  informed  and  socially 
minded  individuals  or  groups  and  the  practical  programs  of  powerful 
politicians  and  wealthy  philanthropists;  for,  while  to  the  former  the 
defects  of  hospital  organization  are  patent,  the  latter,  who  actually  con¬ 
trol  the  situation,  cannot  or  do  not  choose  to  see  these  defects.  The  day 
may  not  be  far  off  when  the  people  will  demand  that  hospital  work  and 
medical  activities  in  general  be  organized  in  a  manner  that  will  ensure 
adequate  care  to  all. 

The  foundations  of  community  hospital  service  have  been  securely 
laid  and  much  of  the  necessary  superstructure  has  already  been  erected, 
but  essential  elements  are  lacking  for  the  completion  of  a  stable  edifice. 
Suitable  provision  must  be  made  for  the  chronic  and  the  convalescent 
patients,  as  well  as  for  the  acutely  sick.  The  stern  realities  of  cost  must  be 
faced — cost  to  the  hospitals  and  cost  to  the  patients — and  here  hospitals 
have  first  to  inform  themselves  by  better  methods  of  accounting  and  then 
to  communicate  their  findings  in  an  intelligible  manner  to  the  public. 
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Duplication  of  effort  and  extravagance  of  every  kind  must  be  avoided. 
It  remains  to  be  seen  whether  private  effort,  supplemented  by  such  slender 
state  aid  as  private  hospitals  are  already  accustomed  to  or  as  may  be 
obtainable  without  unduly  depriving  the  physicians  and  voluntary  hos¬ 
pitals  of  their  freedom,  can  bring  satisfactory  hospital  care  within  the 
reach  of  all.  Unless  the  distinction  between  privileged  and  underprivileged 
patients  can  be  wiped  out  (let  us  not  forget  that  the  rich  and,  with  the 
exception  of  certain  neglected  clinical  groups,  the  very  poor  both  belong 
to  the  privileged  hospital  class),  the  demand  for  a  widespread  system  of 
state  medicine  may  soon  have  to  be  faced  in  the  sphere  of  practical 
politics. 

I  have  in  mind  the  attitude  of  the  hospital  toward,  and  its  method 
of  dealing  with,  certain  problems  of  a  nonmedical  character,  affecting 
larger  or  smaller  groups  or  individuals.  The  principal  groups  affected  are 
patients,  the  families  and  friends  of  patients,  and  the  public  at  large.  If 
we  include  under  social  management  such  varied  factors  as  the  service 
due  to  applicants  for  treatment  to  whom  admission  is  denied ;  the  accom¬ 
modation  of  guests  who  are  not  patients;  the  disposition  of  complaints; 
the  proportionate  allotment  of  beds  to  free,  part-paying,  and  paying 
patients ;  the  determination  of  dispensary  fees,  their  graduation  and  remis¬ 
sion;  the  regulation  of  professional  fees  in  wards  and  private  rooms;  the 
restoration  of  mental  and  physical  vigor  by  occupational  re-education; 
the  educational  publicity  by  means  of  which  the  hospital  informs  the 
public  of  the  scope  and  value  of  its  activities,  thus  influencing  each  section 
of  the  public  to  contribute  hospital  support  in  proportion  to  its  means — 
if  we  include  all  of  these  varied  activities  under  a  single  head,  the  reader 
may  ask  just  what  quality  or  characteristic  they  have  in  common.  The 
answer  is  that  each  topic  has  a  definite  social  significance  and  that  the 
hospital’s  attitude  toward  all  of  them  should  be  determined  by  the  single 
principle  of  social  justice. 
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There  is  no  reason  to  suppose  that  Joseph  Conrad  was  looking  askance 
at  hospitals  when  he  wrote  that  “all  ambitions  are  lawful  except  those 
which  climb  upward  on  the  miseries  or  credulities  of  men,”  but  that  is 
no  reason  why  hospitals  should  not  be  critically  examined  in  the  light  of 
Conrad’s  humane  dictum.  The  ambitions  of  hospitals  are  many  and 
varied,  and  it  is  by  no  means  safe  to  assume  that  they  are  always  whole¬ 
some  in  character.  Moreover,  there  is  the  danger  that  hospitals  whose 
aims  are  essentially  sound  may  be  illegitimately  used  to  promote  the  private 
ambitions  of  individuals  who  lack  the  chivalric  instincts  of  honest  gentle¬ 
men. 

Among  public  institutions  the  voluntary  hospital  is  or  should  be  pre¬ 
eminently  the  gentleman.  Certainly,  the  term  is  justly  applied  if  we  accept 
the  disposition  to  serve  others,  to  give  rather  than  to  get,  as  characteristic 
of  the  gentlemanly  attitude.  A  gentleman  has  been  described  as  “the  hero 
of  the  perpetually  relaxed  hand,”  an  excellent  characterization  of  the 
generous  and  beneficent  attitude  of  those  American  voluntary  hospitals 
which  live  up  to  the  best  English  tradition. 

A  hospital,  let  us  say,  is  smitten  with  the  laudable  ambition  to  be 
helpful.  As  its  mental  horizon  expands,  its  sense  of  responsibility  deepens; 
and  its  program  inevitably  responds  to  the  dawning  realization  that  there 
is  work  to  be  done  which  has  hitherto  been  neglected,  or  that  the  work 
which  it  is  doing  is  not  being  well  done.  The  hospital  thus  strives  to  be 
helpful  in  generous  measure,  to  render,  comprehensively,  a  perfect  service. 
It  is  not  a  question  of  sickly  sentimentalism;  it  is  rather  a  matter  of 
enlightened  humanitarianism.  But  while  this  hospital  moves  steadily,  not 
without  effort,  along  its  appointed  way,  its  neighbor,  much  the  same  in 
outward  appearance,  is  motivated  principally  by  a  vague  longing  for 
power.  Doubtless,  it  uses  the  familiar  phraseology  of  loving  kindness,  but 
its  real  inward  pride  is  in  position  or  possession. 

The  motto  of  the  first  hospital,  unconsciously  communistic,  is  “from 
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each,  according  to  his  means;  to  each,  according  to  his  needs”;  never 
complacent,  always  self-critical,  it  strives  constantly  to  relieve  misery,  to 
light  up  the  dark  places  of  ignorance  and  credulity,  to  grow  better  day  by 
day,  not  by  faith  alone,  but  by  faith  reinforced  by  intelligent  work.  This 
is  the  hospital  of  the  annual  deficit — a  deficit  which  is  often  the  symbol 
of  a  noble  ambition. 

The  motto  of  its  so  different  neighbor  is  “a  penny  saved  is  a  penny 
earned.”  The  trustees  of  the  latter  contribute  little,  but  console  themselves 
with  the  thought  that  they  are  great  conservators.  The  hospital  concerns 
itself  but  little  with  the  study  of  community  needs  (why  fish  in  troubled 
waters?),  but  measures  its  success  by  its  ability  to  live  within  its  means; 
its  greatest  ambition  is  to  make  both  ends  meet.  This  is  the  hospital  of  the 
annual  surplus — a  surplus  which  may  easily  be  the  earmark  of  a  torpid 
conscience  and  a  narrow  vision. 

There  are  many  ways  in  which  a  hospital  may  climb  upward  on  the 
credulities  of  men.  Disregarding  the  teaching  of  the  Koran,  which  declares 
it  to  be  a  sin  against  God  and  the  state  to  appoint  an  inferior  man  to 
public  office,  the  hospital  may  guiltily  accept  second-rate  professional 
talent,  though  talent  of  a  higher  order  be  at  hand.  It  may  close  its  eyes  to 
the  methods  of  staff  members  who  are  harsh,  tyrannical,  unethical,  or 
incompetent.  It  may  select  its  patients  cynically,  with  a  view  to  its  own 
purse  or  comfort,  leaving  to  other  hospitals  the  task  of  dealing  with  those 
who  are  poor  and  troublesome.  It  may  boast  of  cures  which  are  not  pre¬ 
cisely  what  they  are  represented  to  be,  accepting  without  painstaking 
investigation  the  claims  of  pseudoscientific  quacks.  And  when  a  hospital 
pays  its  employees  something  less  than  a  living  wage  while  it  piles  up  huge 
cash  reserves,  is  it  not  in  very  truth  climbing  upward  on  the  miseries  of 
men? 

Ambition  denotes  a  seeking  after  place,  power,  or  position,  a  desire  to 
be  distinguished  above  others  in  some  particular;  the  moral  evaluation  of 
ambition  depends  upon  the  quality  or  kind  of  distinction  which  is  sought, 
and  the  manner  in  which  it  is  achieved.  It  is  dangerous  for  a  hospital  to 
seek  too  intently  even  that  honorable  distinction  which  is  the  natural 
reward  of  unusual  attainments  or  achievements,  for  the  hospital  which 
thus  strives  for  recognition  or  reward  may  in  the  end  exalt  reputation 
above  service.  A  hospital,  which  in  a  large  community  is  but  one  of  many 
agencies  in  its  chosen  field,  should  look  upon  itself  not  as  an  isolated  unit 
but  as  a  member  of  a  united  family,  linked  to  its  sister  institutions  in 
indissoluble  bonds  of  sacred  amity. 

A  hospital  may  be  distinguished  by  the  character  of  its  buildings — 
their  beauty  or  economy  of  design;  by  the  aptness  and  ingenuity  of  its 
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equipment;  by  the  rare  knowledge  and  splendid  skill  of  its  staff;  by  the 
deep  devotion  of  its  nurses;  by  its  perfect  cleanliness  and  order.  These 
things  do  not  spring  into  existence  accidentally;  on  the  contrary,  each  is 
the  product  of  vision  and  intelligently  directed  effort,  and  each  contributes 
its  due  share  toward  the  attainment  of  the  hospital’s  proper  ends;  hence 
they  are  consistent  with  ambition  in  the  better  and  rarer  sense  of  the  term. 

It  is  not  always  easy  to  prevent  the  distortion  of  honest  ambition  in 
hospital  work.  A  fine  sense  of  beauty,  unchecked  by  a  still  finer  judgment, 
may  lead  to  a  squandering  on  superfluous  adornment  of  resources  which 
should  be  conserved  for  better  ends.  The  avid  pursuit  of  scientific  data  may 
result  in  the  exclusion  of  cases  which  are  not  related  to  the  study  in  hand 
and  in  a  prolongation  of  avoidable  suffering  for  which  no  humane  insti¬ 
tution  would  care  to  be  called  to  account.  The  desire  to  secure  the  future 
support  of  an  intern  may  influence  a  visiting  surgeon  to  give  him  oppor¬ 
tunities  for  experience  at  the  expense  of  some  trusting  patient.  Eagerness 
to  record  a  large  volume  of  work  done  may  lead  to  the  admission  of  dis¬ 
pensary  patients  in  numbers  far  beyond  the  department’s  capacity  for 
proper  service.  The  desire  to  avoid  a  deficit  may  give  rise  to  the  extreme 
exploitation  of  the  rich,  or  to  the  cruel  oppression  of  the  poor.  Success 
beckons  in  many  tempting  forms,  and  only  by  holding  fast  to  the  higher 
and  truer  aims  of  the  hospital  can  the  power  of  misleading  appeals  of 
ambition  be  overcome. 

Though  one  can  scarcely  pick  up  a  foreign  journal  without  coming 
across  an  attack  upon  America’s  love  of  notoriety  and  its  extravagant 
methods  of  advertising,  our  voluntary  hospitals  are  frequently  accused 
by  domestic  critics  of  hiding  their  light  under  a  bushel.  Publicity  fans 
have  it  that  hospitals  are  too  shy,  too  silent,  or  too  inarticulate;  that  they 
have  a  wonderful  story  to  tell  but  fail  to  get  it  across.  Is  it  because  of  these 
irritating  reminders  that  some  hospitals  seek  publicity  on  any  and  every 
occasion;  that  some  hospital  officials,  not  without  risk  to  the  good  name 
of  their  institutions,  cultivate  the  friendship  of  sensational  and  irresponsible 
newspaper  reporters;  and  that  even  the  slightest  clinical  and  laboratory 
achievements  appear  in  public  print  pompously  disguised  as  discoveries 
of  the  first  importance?  The  beneficent  activities  of  hospitals  have  every 
right  to  wide  advertisement,  but  good  work  breeds  good  will,  and  the 
patient  who  is  dragged  from  the  jaws  of  death  or  rescued  from  misery 
is  in  the  long  run  the  hospital’s  best  advertiser. 

It  is  the  fondest  wish  of  some  hospitals  to  be  mistaken  for  something 
else :  a  dwelling  house,  it  may  be,  a  factory,  or  a  hotel — especially  a  hotel. 
What  is  it  that  makes  a  hospital  tingle  with  delight  when  a  surprised 
visitor  remarks  that  it  does  not  look  in  the  least  like  a  hospital?  What  the 
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visitor  really  means  is  that  it  does  not  look  like  his  preconceived  idea  of  a 
hospital.  He  finds  a  pleasant  hall  furnished  with  modest  good  taste,  a  cozy 
sitting  room  just  beyond,  a  business-like  office,  a  pleasant- voiced  informa¬ 
tion  clerk.  Looking  through  glazed  doors  he  catches  a  glimpse  of  a  sunlit 
corridor,  brightened  with  blooms,  and  of  nurses  in  blue  and  white  uni¬ 
forms,  attending  comfortable  looking  semi-invalids  reclining  in  cozy  easy 
chairs.  Seeing  these  things,  which  contrast  so  sharply  with  his  gloomy 
expectations,  he  reveals  his  surprise,  and  the  pleased  and  sensitive  hospital 
blushes  to  its  chimney  tips  at  the  recognition  of  its  attractiveness. 

But  why  should  a  hospital  not  be  attractive?  Statistics  show  that  a 
modern  hospital  is  above  all  things  a  place  where  sick  people  get  well. 
The  process  of  overcoming  disease  may  be  a  bit  trying  and  disagreeable 
at  the  beginning,  but  where  in  the  world  can  one  find  a  more  delightful 
occupation  than  that  of  convalescing  from  sickness  under  the  ministra¬ 
tions  of  skillful  doctors,  aided  by  the  kindest  women  in  the  world?  Who 
that  really  understands  the  average  life  of  the  hospital  is  surprised  to  find 
in  it  signs  of  competence,  of  good  taste,  of  hope,  of  cheer?  It  is  a 
lamentable  degradation  of  an  ideal  for  a  hospital  to  seek  to  resemble  a 
mere  hotel,  an  institution  which  has  never  learned  the  sly,  microbic  vicious¬ 
ness  of  gorgeous  plush,  whose  corridors  are  ill-ventilated  and  dark,  whose 
kitchens  are  underground  and  not  always  clean,  whose  servants  are  piti¬ 
lessly  mercenary,  and  whose  business  it  is  to  send  its  guests  away  always 
poorer  than  they  came;  while  the  more  benevolent  hospital  at  least  tries 
to  accomplish  the  opposite,  and  if  health  be  counted  an  asset,  brilliantly 
succeeds  more  often  than  not. 

What  hardy  lad  of  nine,  emerging  triumphantly  from  his  first  fistic 
battle,  fails  in  his  dream  the  following  night  to  carry  his  newly  discovered 
prowess  forward  into  the  years  of  his  prime — the  inevitable  Jack  Dempsey 
of  his  day,  the  revered  champion  of  the  world!  In  a  somewhat  similar 
way,  the  dormant  imagination  of  the  hospital  awakens  and  takes  flight 
when  one  of  its  staff  discovers  a  new  method  of  staining  a  bacillus,  or  a 
new  way  of  fastening  a  screw  to  an  operating  table ;  it  requires  little  more 
than  this  to  cause  any  hospital  of  normal  constitution  to  climb,  in  its 
secret  thoughts,  to  a  place  beside  the  most  famous  research  institutions  in 
the  world. 

Tender  ambitions  are  born  in  the  minds  of  some  hospitals  that,  how¬ 
ever  fondly  cherished,  soon  depart.  Gone  forever  is  the  ambition  to  devise 
an  infallible  method  of  serving  patients’  food  hot,  the  hope  of  preventing 
patients  from  falling  out  of  bed.  There  are,  however,  many  hardy  ambi¬ 
tions  of  the  common,  garden  variety  that  grow  all  over  the  lot,  springing 
up  in  any  sort  of  mental  soil,  however  unpromising.  Examples  readily 
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suggest  themselves :  the  ambition  to  become  the  adopted  child  of  a  multi¬ 
millionaire;  to  write  the  wills  of  certain  people  (whose  natural  heirs  do 
not  need  the  money  anyhow) ;  to  open  the  eyes  of  the  trustees  of  richly 
endowed  foundations  to  the  true  relative  merits  of  hospitals;  to  find  out 
how  other  hospitals  get  so  much  undeserved  newspaper  space ;  to  find  out 
why  interns,  nurses,  and  domestic  employees  always  hate  the  chef ;  to  put 
the  fear  of  God  and  the  love  of  men  into  the  hearts  of  callous  (but  under¬ 
paid)  orderlies;  to  persuade  nurses  and  dietitians  to  love  and  praise  one 
another;  to  put  an  end  forever  to  petty  professional  jealousies;  to  cure 
closefisted  compensation  insurance  carriers  of  their  cupidity  and  con¬ 
tentiousness;  to  find  a  satisfactory  formula,  fruitful,  firm,  and  flexible,  for 
hospital  social  service;  to  be  the  “last  word”  in  construction  and  equip¬ 
ment. 

And  what  worthy  hospital  has  not  experienced  the  desire  to  establish 
an  eight-hour  day  for  all  hospital  workers;  to  pay  liberal  wages;  to  pen¬ 
sion  superannuated  employees;  and  (blessed  wish!)  to  restore  to  the  arms 
of  its  anxious  mother,  in  perfect  health,  every  ailing  child. 

Perhaps  it  is  just  as  well  that  these  ambitions  cannot  be  realized  all  at 
once,  for  their  realization  would  change  the  very  order  of  the  hospital’s 
existence.  “Few  people,”  says  Bertrand  Russell,  “are  able  to  discount  the 
effect  of  circumstances  on  their  own  characters.”  Hospitals  are  no  wiser 
than  men,  and  no  one  can  say  with  certainty  whether  hospitals,  deprived 
of  their  troubles,  would  be  better  or  worse  than  the  hospitals  we  know. 
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In  the  main,  our  voluntary  hospitals  are  sound  and  useful,  and  within 
certain  limits,  efficient.  They  confer  far-reaching  benefits  on  an  immense 
number  of  patients,  the  friends  and  families  of  patients,  the  medical  pro¬ 
fession,  and  the  public;  and  they  have  a  decided  economic  value  for  the 
state.  The  relative  neglect  of  certain  patients  might  well  be  pardoned  in 
consideration  of  the  comforts  bestowed  upon  those  who  are  favored  by 
the  prevailing  hospital  methods.  The  aim  of  hospital  administration,  how¬ 
ever,  is  not  merely  to  merit  pardon,  but  rather  to  win  unqualified  approval 
by  raising  itself  to  the  topmost  pinnacle  of  efficiency;  and  this  is  my 
excuse  for  focusing  attention  upon  administrative  defects  which  are,  or 
seem  to  be,  remediable. 

Can  we  obtain  a  clear  idea  of  the  efficiency  of  a  hospital  from  its  offi¬ 
cial  reports?  If  we  could,  it  would  be  a  simple  matter  to  compare  the 
work  of  one  hospital  with  that  of  another,  to  analyze  the  differences  in 
method  associated  with  and  causing  important  differences  in  result,  and 
then,  by  a  leveling-up  process,  to  establish  uniformity  upon  the  plane  of 
the  highest  known  achievement.  But  whether  we  consider  the  very  lean 
statistical  summaries  which  are  today  found  in  every  hospital  report,  or 
whether,  hoping  to  get  closer  to  the  facts,  we  compare  the  results  of  treat¬ 
ment  in  different  institutions  as  shown  by  the  tables  of  medical,  surgical, 
gynecological,  and  other  cases  treated,  we  shall  find  our  analysis  obstructed 
and  obscured,  since  widely  varying  standards  are  used  in  testing  the  condi¬ 
tion  of  patients  at  the  time  of  their  discharge. 

The  obstinate  patient  who  is  officially  cured  but  does  not  know  it,  and 
who  returns  to  the  hospital  to  confound  the  too  optimistic  clinical  his¬ 
torian,  is  no  stranger  to  any  hospital.  In  fact,  a  hospital’s  report  of  the 
“cure”  of  a  patient  cannot  be  accepted  as  a  literal  expression  of  fact,  and 
where  practical  interests  are  at  stake,  it  is  not  so  accepted.  Has  any  one 
ever  known  an  institutional  report  declaring  a  patient  “cured”  to  be 
received  by  life  insurance  experts  as  a  guaranty  of  the  securely  established 
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or  re-established  health  of  a  would-be  policy  holder?  Take  two  hospitals 
doing  similar  work  in  similar  ways :  one,  according  to  its  records,  “cures” 
twice  as  many  patients  as  it  “improves”;  the  second  “improves”  or 
“relieves”  twice  or  three  times  as  many  patients  as  it  discharges  “cured” 
or  “well”;  naturally,  upon  discovering  these  discrepancies,  the  student 
abandons  such  records  as  hopelessly  misleading,  or  at  least  as  confusing.  It 
is  no  easier  to  determine  the  exact  status  of  the  “unimproved”  patient.  In 
the  reports  of  some  hospitals,  he  has  a  way  of  slipping  over  into  columns 
adjacent  to  his  own,  so  that  if  we  wished  to  count  his  kind  we  might 
begin  by  noting  the  number  of  patients  officially  “unimproved,”  but  we 
should  be  obliged  afterward  to  sift  the  ranks  of  the  officially  “improved,” 
the  “not  treated,”  the  “discharged  against  advice,”  and  the  “not 
admitted.” 

In  this  brief  inquiry  into  the  neglected  opportunities  and  the  unfin¬ 
ished  business  of  hospitals,  I  propose  therefore  to  avoid  figures  which 
confuse,  and  to  adhere  closely  to  facts  which  are  patent.  Inasmuch  as  a 
hospital  may  err,  first,  in  declining  to  undertake  the  treatment  or  aid  of 
an  applicant,  and  second,  in  failing  to  do  its  best  for  admitted  patients, 
it  will  be  in  order  to  consider  the  opportunities  and  responsibilities  of  the 
admitting  department  before  passing  on  to  the  work  of  the  wards. 

Many  patients  in  need  of  hospital  care  are  refused  admission  on 
account  of  what  is  termed  “want  of  room,”  or  because  there  is  said  to 
be  “no  vacant  bed.”  Now  the  term  “no  vacant  bed,”  as  used  in  hospital 
administration,  does  not  mean,  or  does  not  necessarily  mean,  that  there 
is  actually  no  single  vacant  bed  in  any  part  of  the  hospital ;  it  only  means 
that  there  is  no  bed  available  in  the  particular  ward  or  department  to 
which,  in  the  ordinary  course  of  events,  the  case  in  question  would  be 
assigned.  Or,  if  we  consider  a  group  of  hospitals  rather  than  a  single 
institution,  “want  of  room”  may  signify  merely  that  a  patient,  in  igno¬ 
rance  of  the  general  situation,  has  applied  for  admission  to  a  hospital 
which  is  hard  pressed  at  the  moment,  while  if  he  had  been  better  advised, 
he  would  have  applied  to  another  hospital  where  there  were  plenty  of  beds. 

Without  considering  the  building  of  additional  hospitals,  what  can 
be  done  to  improve  the  chances  of  the  average  applicant  for  admission 
to  any  hospital  in  any  large  city?  First,  within  the  individual  hospital,  we 
can  substitute  elastic  departmental  boundaries  for  rigid  ones.  Second, 
some  man  or  a  group  of  men  in  daily  touch  with  all  activities  of  the 
hospital,  and  capable  of  administering  its  affairs  impartially  for  the 
greatest  good  of  the  greatest  number,  can  be  given  authority  to  add  beds 
to,  or  subtract  beds  from,  the  various  departments  or  services  to  meet 
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fluctuating  needs.  Suppose  that  10,  15,  or  20  per  cent  of  the  beds  in  one 
department  are  unused  for  a  week,  month,  or  year,  while  every  other 
department  in  the  hospital  is  full  to  overflowing  and  must  reject  appli¬ 
cants  daily — shall  such  a  state  of  affairs  be  tolerated?  Does  not  common 
sense  point  the  way  to  the  removal  of  such  an  anomaly? 

Among  a  group  of  hospitals,  under  a  perfectly  centralized  municipal 
hospital  administration,  a  patient  in  need  of  a  bed  could  promptly  find 
his  way,  through  the  intervention  of  a  central  application  bureau,  to  the 
very  ward  of  the  very  hospital  where  he  could  be  properly  accommodated. 
However,  an  ideally  prompt  and  proper  distribution  of  cases  is  impossible 
in  a  large  city  having  the  common  yet  curious  mixture  of  municipal, 
private,  and  semipublic  hospitals,  each  independently  administered.  Yet 
it  would  require  no  extraordinary  wisdom  to  devise  a  scheme  for  keeping 
each  hospital  informed  as  to  the  daily  conditions  in  every  other  hospital 
in  the  same  district.  By  using  this  information  the  members  of  a  voluntary 
union  of  hospitals  would  be  able  to  do  infinitely  better  work  than  is  done 
today  by  the  same  hospitals  working  independently  of  one  another. 

While  in  some  instances  a  hospital  records  the  rejection  of  a  patient 
for  want  of  room  and  the  sum  total  of  rejections  due  to  this  cause  is 
known  and  published  at  the  end  of  the  year,  the  reasons  for  other  refusals 
are  not  explicitly  given,  although  well  worth  consideration.  The  fact  is 
that  most  hospitals  are  unwilling  to  assume  any  obligation  toward  a 
rejected  applicant,  and  their  unwillingness  seems,  at  first  glance,  neither 
unreasonable  nor  unduly  narrow,  for  otherwise  there  would  appear  to  be 
no  logical  limits  to  the  demands  upon  their  limited  resources. 

Nevertheless,  the  hospital  can  afford  to  break  its  shell  and  look  about 
it  in  the  world;  indeed,  its  influence  will  not  be  wholly  good,  nor  will  it 
approximate  ideal  efficiency,  unless  it  does  so.  If  it  is  not  asking  too  much 
to  propose  that  the  bitter  cup  of  rejection  be  sweetened  by  a  little  kind¬ 
ness  and  consideration,  I  would  say  that  it  is  the  duty  of  the  application 
bureau  of  a  hospital  to  admit  a  patient  when  possible;  to  refer  an  appli¬ 
cant  to  another  institution  or  agency  when  necessary;  to  take  as  much 
pains  suitably  to  place  a  patient  who  cannot  be  admitted,  as  to  admit  a 
patient  to  whom  hospital  accommodations  can  be  given;  and  to  reject 
an  applicant  only  when  he  can  be  neither  admitted  to  the  hospital  nor 
referred  successfully  to  other  sources  of  aid.  And  after  all  this  has  been 
done,  there  will  remain  the  duty  of  recording  with  care  and  minuteness 
and  of  reporting  with  proper  emphasis  and  comment  all  of  the  work  done 
by  the  admitting  bureau,  whether  obviously  to  the  credit  of  the  hospital 
or  the  reverse.  Hospitals  may  profit  in  this  matter  by  the  example  of  the 
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telephone  companies  (who  record  every  delayed  response  and  “busy” 
call),  and  be  prepared  to  explain  their  needs  to  those  upon  whom  they 
rely  for  support. 

Often,  the  hospital  receives  the  first  visits  of  patients  who,  though 
not  very  sick  and  properly  classifiable  as  dispensary  patients,  nevertheless 
believe  themselves  entitled  to  hospital  care.  Such  patients  are  advised  to 
go  to  the  dispensary,  and  doubtless  a  certain  proportion  of  them  welcome 
the  news  that  their  admission  to  the  hospital  is  unnecessary;  but  the  vast 
majority  prefer  the  continuous  care  of  the  hospital,  with  its  free  lodging, 
board,  and  medicine,  to  the  intermittent  care  of  the  dispensary  doctor, 
who  is  not  prepared  to  pay  the  patient’s  rent,  or  to  provide  the  food  and 
delicacies  which  are  necessary  to  the  cure  which  the  patient  is  seeking. 
Is  it  sufficient  merely  to  tell  these  patients,  who  clamor  for  hospital  admis¬ 
sion,  that  the  proper  place  for  them  is  the  dispensary?  In  many  instances 
they  at  once  interpret  the  refusal  to  admit  them  to  the  hospital  as  evidence 
of  indifference,  perhaps  even  as  an  act  of  hostility.  To  avoid  such  mis¬ 
understandings,  the  admitting  department  of  the  hospital  must  be  so 
organized  as  to  ensure  leisurely  and  sympathetic  inquiry  into  the  needs 
of  each  applicant,  instead  of  a  somewhat  hurried  examination,  with  the 
routine  verdict  of  guilty  or  not  guilty  of  being  a  hospital  case.  Assuming 
that  every  patient  who  is  referred  to  the  dispensary  really  belongs  there, 
we  should  endeavor  to  get  such  a  grip  on  him  as  to  make  sure  that  he 
will  not  slip  out  of  our  care.  In  some  cases,  the  patient’s  actual  enrollment 
in  a  dispensary  class  may  be  as  important  to  him,  to  his  family,  and  to 
his  acquaintance  as  would  be  his  admission  to  the  hospital. 

Consider  also,  if  you  will,  the  plight  of  another  group  of  applicants — 
those  whom  the  public  hospitals,  especially,  reject  on  the  ground  of 
foreign  domicile.  The  nonresident  patient  who  comes  to  the  public  hos¬ 
pital  for  care  to  which  he  is  not  legally  or  by  custom  entitled,  who  requires 
an  operation  or  other  treatment  not  urgently  necessary,  whose  means 
are  limited  and  whose  knowledge  of  hospitals  and  hospital  rules  is  slight, 
needs  not  only  a  medical  opinion,  but  the  most  explicit  instruction.  The 
advice  given  him  should  be  full  and  free,  and  calculated  according  to  his 
position  and  needs. 

The  neurasthenic  patient  is  another  who  will  have  little  to  be  thankful 
for  if  dismissed  with  a  diagnosis  which  accentuates  the  gloom  caused  by 
his  rejection,  and  with  no  aid  beyond  a  nod  in  the  direction  of  the  dis¬ 
pensary.  If  he  is  to  be  referred  to  a  dispensary  at  all,  it  must  be  to  a 
dispensary  which  takes  its  work  seriously,  and  which  is  prepared  to  inquire 
into  the  patient’s  social  condition  and  its  relation  to  his  disease. 

In  the  case  of  the  senile  patient,  home  affairs  especially  demand 
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inquiry,  with  a  view  to  determining  whether  the  patient  should  be 
encouraged  to  enter  an  institution  or  should  be  returned  to  his  family. 
While  remembering  that  in  such  cases  the  burden  of  duty  is  always  upon 
the  next  of  kin,  we  must  nevertheless  inquire  whether  those  who  are 
responsible  can  without  undue  hardship  stand  the  strain  that  would  be 
put  upon  them.  The  same  thought  applies  to  cases  of  mental  disease,  and 
to  the  whole  multitudinous  class  of  incurables.  The  admitting  department 
can  be  of  incalculable  benefit  to  the  friends  of  such  patients,  if  instilled 
with  the  desire,  and  granted  the  time,  to  give  sound  and  appropriate 
advice. 

The  duty  of  the  hospital  toward  a  case  of  contagious  disease  will 
obviously  vary  according  to  the  nature  of  the  disease,  the  immediate 
condition  of  the  patient,  the  character  of  the  hospital,  and  the  special 
facilities  available.  It  is  usual  for  cases  of  contagious  disease  to  be  referred 
to  and  cared  for  by  the  local  board  of  health;  the  board  would  more 
readily  obtain  the  liberal  support  which  it  requires  if  the  reports  of 
hospitals  laid  due  emphasis  upon  such  phases  of  hospital  incapacity  as 
are  known  or  assumed  to  be  significant  from  the  standpoint  of  public 
health.  Companion  to  the  known  contagious  case,  in  the  problems  of  hos¬ 
pital  administration,  is  the  contagious  suspect.  When  contagious  disease 
is  suspected  but  not  proved,  the  hospital  should  be  ready  with  facilities 
for  temporarily  isolating  the  case  during  the  doubtful  period. 

Enough  has  been  said  to  show  that  the  admitting  department  of  a 
general  hospital  presents  many  neglected  opportunities  of  usefulness.  It 
would  be  well  if  we  could  console  ourselves  with  the  thought  that  we 
bestow  upon  the  patient  admitted  to  our  wards  the  utmost  attainable 
benefits  of  the  science  and  art  of  medicine.  Unfortunately,  many  a 
patient  happily  started  upon  the  road  to  relief  falls  by  the  wayside  because 
he  does  not  adjust  himself  to  our  personal  peculiarities,  or  because  we 
do  not  endeavor  to  understand  his.  Why  is  it  that  so  often  we  fail  to 
inspire  perfect  trust  in  our  patients?  Often,  no  doubt,  the  mischief  is  due 
to  the  patient’s  ignorance  or  superstition,  or  to  suspicion  rooted  in  unhappy 
experiences  with  other  doctors.  Yet  I  think  we  must  concede  that  by 
showing  a  greater  personal  interest  in  our  patients  we  can  lessen  the 
number  of  those  who  leave  the  hospital  against  advice,  swelling  by  their 
unceremonious  departure  the  army  of  the  “unimproved.” 

It  is  true  that  some  patients  will  not  be  persuaded,  however  sincere 
the  interest  in  their  welfare,  however  patiently  the  argument  is  put,  how¬ 
ever  clearly  the  alternative  consequences  are  pictured.  But  we  must  not 
fail  to  invoke  every  possible  resource  in  a  cause  so  good.  In  every  hospital 
there  are  a  few  men  and  women,  the  possessors  of  rare  personal  charm 
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or  magnetism — persons  who  are  unusually  successful  in  dealing  with 
insubordinate  patients.  We  should  employ  their  charm,  apply  their  elo¬ 
quence,  where  it  is  most  needed.  We  should  permit  no  patient  to  go 
untreated  who  by  any  means  at  our  command  can  be  persuaded  to  do 
what  his  own  best  interests  require.  The  insubordinate  patient  is  his  own 
enemy;  it  is  a  mistake  to  look  upon  him  as  an  enemy  of  the  hospital. 

t 

Another  possible  obstacle  to  the  adequate  relief  of  hospital  patients 
is  to  be  found  in  the  administrative  isolation  and  the  psychological 
tendencies  of  the  specialist.  The  danger  does  not  lie  in  subjecting  the 
patient  to  a  specialized  routine,  with  its  implications  of  rare  and  accentu¬ 
ated  skill,  but  in  taking  for  granted  that  a  very  busy  regional  surgeon,  for 
example,  will  do  for  a  patient  in  a  hospital  all  that  is  done  in  private 
practice  by  the  family  doctor  and  the  surgical  specialist  combined.  When 
reciprocal  support  becomes  the  rule  among  hospital  workers  in  different 
clinical  departments,  the  readmission  of  patients  will  be  a  less  frequent 
necessity,  and  the  volume  of  effective  hospital  work  will  be  greatly  in¬ 
creased. 

Even  with  all  of  our  available  resources  and  skill  brought  freely  into 
play,  we  may  still  fail  to  achieve  the  cure  of  the  patient.  What  a  sorry 
array  of  invalids  marches  into  the  hospital  and  out  again  each  year,  going 
as  well  as  coming  laden  with  burdens  we  strive  in  vain  to  remove.  Con¬ 
spicuous  among  them  are  the  patients  suffering  from  malignant  diseases, 
who  come  too  late  for  even  an  attempt  at  surgical  relief,  and  go  away 
labeled  “inoperable.”  Others,  similarly  afflicted,  but  regarded  as  having 
a  fair  chance  of  cure,  come  for  operation.  Formerly,  after  operating  upon 
them,  we  dared  to  discharge  them  as  “cured”;  experience  has  taught  us 
modesty,  and  we  now  dismiss  these  patients  as  “relieved”  or  “apparently 
well.”  Rheumatism,  heart  disease,  and  chronic  nephritis  claim  our  beds 
in  greater  and  greater  numbers;  diabetes  staggers  us  by  its  frequent  repe¬ 
tition  and  its  obstinate  return ;  hemiplegia  and  a  host  of  nervous  disorders 
clamor  for  admission  to  hospitals  that  shun  them  as  undesirable  chronic 
diseases,  or  admit  them  for  a  brief  period  of  respite  only.  The  patients 
afflicted  with  a  vicious,  virtually  incurable  diathesis  come  to  us  a  first 
time  in  hope,  a  second  time  in  doubt,  and  a  third  time  in  despair;  they 
leave  us,  if  indeed  they  leave  us  at  all,  carrying  their  unfortunate  diathesis 
with  them ;  we  are  content,  feeling  that  we  have  done  our  best. 

Have  we  really  done  our  best  for  those  whom  nature  chooses  to  ex¬ 
pose,  beyond  the  breastworks  of  our  available  knowledge,  to  the  attacks 
of  diseases  which  we  are  as  yet  powerless  to  oppose?  Gan  we  maintain 
that  we  have  used  all  our  resources  or  exhausted  our  efforts,  if  we  have 
not  made  it  plain  to  every  one  how  large  a  part  of  the  domain  of  medi- 
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cine  is  still  unexplored,  and  if  we  have  failed  to  plead  for  the  privilege 
of  further  exploration?  To  acquit  ourselves  of  the  charge  of  negligence 
to  our  trust,  we  must  teach  the  world  that  the  proportion  of  hospital 
failures — the  hospital’s  unfinished  business  with  a  large  group  of  pitiable 
sufferers — cannot  be  materially  diminished,  or  at  all  events  is  not  likely 
to  be,  until  every  hospital  becomes  a  scientific  workshop,  equipped  with 
every  resource  for  productive  research;  until  it  becomes  not  merely  an 
aggregation  of  laboratories  and  laboratory  workers,  but  a  medical  organ¬ 
ization  planned  to  attract,  hold,  and  develop  the  best  clinical  minds. 

Many  hospitals  have  not  attempted  to  group  similar  cases  for  purposes 
of  intensive  study  because  the  conception  of  a  hospital’s  scientific  mission 
has  won  no  commanding  place  in  the  minds  of  those  charged  with  admin¬ 
istration.  So  it  comes  about  that  patients  whom  we  would  gladly  aid,  if 
we  could,  are  deprived  of  such  aid,  while  hospital  trustees  listen  to  the 
whispers  of  a  nearsighted  kindness  which  declares  it  a  sin  to  use  human 
beings  as  objects  of  study,  never  stopping  to  consider  the  ends  to  which 
this  study  would  be  directed. 

The  failure  to  cultivate  scientific  opportunity  represents  one  form  of 
administrative  lack  of  wisdom  which  can  be  charged  against  American 
hospitals.  Other  administrative  defects  are  responsible  for  the  many 
patients  leaving  the  hospital  ostensibly  cured  who  soon  knock  for  readmis¬ 
sion.  An  analysis  of  these  cases  will  show  that  some  patients,  for  example, 
those  barely  recovered  from  an  acute  exacerbation  of  chronic  endocarditis 
or  operative  cases  just  out  of  bed,  leave  the  protecting  wing  of  the  hospital 
too  soon ;  that  others,  among  whom  are  the  diabetics,  neurasthenics,  and 
rheumatics,  resume  upon  quitting  the  wards  occupations  and  habits  fatal 
to  the  hope  of  permanent  relief;  and  that  still  others,  convalescent  from 
pneumonia  or  typhoid,  or  suffering  from  chronic  bone  diseases  or  incipient 
pulmonary  tuberculosis,  are  the  victims  of  a  return  to  homes  where  fresh 
air  is  a  stranger,  where  suitable  food  is  unknown,  where  any  food  is  scarce. 
The  recognized  needs  of  such  patients  gave  the  first  impulse  to  the  move¬ 
ment  for  convalescent  homes,  and  then  prompted  the  introduction  of  the 
social  worker  as  a  hospital  auxiliary. 

The  welfare  worker  and  the  convalescent  home  can  do  much  to 
supplement  the  routine  work  of  the  ward.  They  can,  and  do,  in  many 
an  instance,  transform  tottering  convalescence  into  stable  health.  But  the 
supplementary  needs  of  hospital  patients  often  require  more  than  either 
the  social  nurse  or  the  convalescent  shelter  is  able  to  bestow.  These  needs 
are  such  as  can  only  be  met  by  a  full-fledged  department  of  personal 
hygiene,  equal  in  rank  to  any  other  department  in  the  hospital,  which 
would  take  up  the  task  of  re-establishing  the  efficiency  of  the  discharged 
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hospital  patient  where  the  clinical  therapeutist,  with  his  drugs  and  his 
bedside  paraphernalia,  lays  down  this  task,  unfinished. 

There  is,  it  would  appear,  much  that  the  average  general  hospital 
leaves  undone.  So  remote  and  complex  are  many  of  the  causes  contributing 
to  disease  that  the  hospital  cannot,  now  or  ever,  hope  to  discover  or  deal 
with  them  all.  We  cannot  ask  that  the  hospital  shall  undertake  to  remedy 
the  faults  of  the  whole  social  system ;  that  it  shall  make  all  men  prosperous, 
and  shall  grant  them,  as  part  of  prosperity,  a  reasonable  chance  for  the 
preservation  of  health.  It  is  not  too  much,  however,  to  ask  those  who  are 
concerned  with  the  management  of  hospitals  to  keep  always  before  them 
the  ideal  of  the  efficient  hospital — an  ideal  which  can  only  be  approxi¬ 
mated  through  a  knowledge  of  the  actual  and  possible  defects  of  hospital 
work— and  through  a  constant  effort  to  remove  the  one  and  avoid  the 
other. 

In  seeking  this  ideal  we  have  to  remember  that  while  failure  to  cure 
some  patients  is  inevitable,  the  chances  of  successful  treatment  can  be 
improved  by  encouraging  scientific  work;  that  the  hospitals  which  are 
doing  most  for  hospital  patients  and  for  humanity  are  those  which  provide 
liberally  for  clinical  and  laboratory  research  and  for  the  education  of  the 
medical  student.  Furthermore,  that  indispensable  as  the  specialist’s  con¬ 
tribution  to  the  welfare  of  the  hospital  patient  may  be,  it  is  prudent  not 
to  regard  this  service  as  self-sufficient  or  final,  but  wise  rather  to  esteem 
it  as  a  link  in  the  chain  of  co-operative  clinical  relief. 

The  patient’s  confidence  is  worth  having,  and  good  hospital  manage¬ 
ment  presupposes  the  use  of  every  available  means  of  winning  the  patient’s 
confidence.  The  discharge  of  a  large  number  of  patients  contrary  to  the 
advice  of  the  attending  or  house  staff,  without  treatment  or  relief,  is  no 
credit  to  any  hospital.  It  is  the  duty  of  the  hospital  to  co-operate  to  the 
fullest  extent  with  every  relief  agency  capable  of  benefiting  those  who 
have  been,  who  are,  or  who  may  be,  its  patients.  It  is  the  function  of  the 
hospital  to  record  all  that  it  does  for  the  patients,  and,  with  equal 
emphasis,  all  that  it  fails  to  do,  to  the  end  that  all  who  are  interested  may 
know  how  to  proceed  to  fill  existing  gaps.  In  any  city,  and  in  most  hos¬ 
pitals,  beds  are  often  kept  vacant  and  patients  refused  the  treatment  they 
seek,  when  the  voluntary  co-operation  of  hospitals,  in  the  one  case,  and 
the  occasional  crossing  of  unnecessarily  rigid  departmental  lines,  in  the 
other,  would  fill  the  beds  and  save  the  patients. 

By  the  recognition  of  these  truths  the  efficiency  of  American  hospitals 
can  be  greatly  enhanced. 
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As  a  Hospital  Thinks 


The  orator  who  asks  his  audience  the  familiar  question,  “Who  is  the 
most  important  person  in  the  hospital?”  no  longer  expects  to  see  a  blush 
of  self-consciousness  suffuse  the  cheek  of  the  distinguished  surgeon  who 
sits  in  the  front  row,  an  object  of  admiration  and  deference.  The  surgeon 
has  heard  that  question  before  and  it  does  not  fool  him.  He  knows  quite 
well  that  the  speaker  will  presently  name  the  patient  as  the  hospital’s  most 
important  personality  and  that  the  audience  will  not  challenge  the  designa¬ 
tion. 

If  the  patient  is  an  important  person  in  the  hospital,  he  is  also  a 
puzzling  one.  The  hospital  expects  him  to  be  grateful  for  its  devotion;  but 
when  the  patient  speaks  for  himself,  his  comments  are  often  unfriendly  and 
critical ;  he  is  not  at  all  sure  that  the  doctors  treated  him  properly  and  he 
is  convinced  that  the  hospital  cruelly  overcharged  him.  Evidently  the 
patient,  whose  prime  importance  the  hospital  recognizes,  does  not  always 
understand  the  hospital’s  problems  or  credit  it  with  its  really  humane 
purpose.  If  he  did,  he  would  cease  complaining  and  would  summon  his 
friends  to  join  him  in  its  vigorous  support. 

Suppose  we  now  turn  about  and  ask  whether  the  hospital  understands 
the  patient.  Since  any  hospital  has  dealt  with  thousands  of  patients — with 
hundreds  of  thousands  in  the  case  of  the  older  and  larger  hospitals — it 
ought  to ;  yet  I  doubt  whether  before  the  advent  of  hospital  social  service 
and  of  modern  psychology  the  hospital,  for  all  its  good  intentions,  fully 
understood  the  needs  of  more  than  a  very  few  of  its  patients.  Hospital 
social  service  is  getting  to  be  an  old  story  now,  and  its  kindly  and  benefi¬ 
cent  influence  has  been  far-reaching,  but  its  peculiarly  personal  approach 
to  the  patient  has  not  yet  become  the  consistent  way  of  hospital  admin¬ 
istration  as  a  whole. 

All  hospitals  do  not  think  alike.  The  study  of  hospital  reports  reveals 
a  number  of  characteristic  administrative  attitudes  toward  the  patient. 
Each  of  these  attitudes  expresses  and  emphasizes  a  special  interest  or  pur- 
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pose,  blended  no  doubt  with  a  sincere  underlying  concern  for  the  patient 
himself,  but  often  combined  in  a  way  that  does  not  completely  satisfy  the 
patient’s  need.  What  are  some  of  these  characteristic  administrative  atti¬ 
tudes,  and  what  is  right  or  wrong  about  them? 

To  the  statistically  minded  hospital,  and  there  are  many  such,  the 
patient  is  essentially  a  unit  of  treatment.  In  the  preparation  of  its  annual 
report  this  type  of  hospital  stresses  numbers  above  everything  else.  Its 
slogan  is:  “See  us  grow!”  According  to  its  optimistic  and  complacent 
way  of  thinking,  expanding  figures  show  not  only  increasing  need  of  the 
hospital’s  service  but  a  growing  appreciation  of  its  work.  Now,  while  an 
annual  report  without  statistics  is  unthinkable  as  a  record  of  hospital 
activities,  anybody  who  takes  for  granted  that  figures  tell,  or  can  tell,  the 
whole  story  of  a  hospital’s  service  is  mistaken.  A  hospital  report  should 
always  include  a  critical  explanation  of  relevant  facts  which  bare  figures 
cannot  describe,  and  the  explanation  should  be  made  in  language  a  lay¬ 
man  can  understand.  A  record  of  volume  alone  cannot  tell  the  true  story 
of  hospital  service,  a  service  in  which  quality  is  at  least  as  important  as 
quantity. 

The  hospital  that  is  pre-eminently  sentimental,  or  shall  we  say  social- 
minded,  treats  statistics  as  relatively  unimportant,  and  in  its  report  it  is 
the  poverty  or  helplessness  of  the  patient  that  is  particularly  stressed.  As 
dramatically  as  possible,  the  report  plays  up  the  hospital’s  heroic  efforts 
to  succor  the  sick  poor.  Such  a  hospital  regards  itself  as  a  modern  ex¬ 
emplar  of  the  good  Samaritan,  and  as  such  it  is  all  for  the  relief  of  the 
distressed.  I  am  convinced  that  behind  the  carefully  selected  but  scarcely 
exaggerated  sob  stories  by  means  of  which  this  type  of  hospital  appeals 
to  its  public  there  is  in  most  cases  a  warm  and  genuine  humanitarian 
impulse.  There  is,  however,  some  danger  that  the  habit  of  yielding  to  this 
impulse,  if  not  restrained,  may  eventually  result  in  a  sentimentalism  fatal 
to  the  ends  of  social  justice.  There  are  critics  of  hospital  administration, 
dissatisfied  doctors  for  the  most  part,  who  accuse  hospitals  of  a  lack  of 
discrimination  in  admitting  free  patients.  Although  the  oft-repeated 
charge  of  indiscriminate  service  is  no  doubt  an  exaggeration,  it  is  probably 
not  utterly  lacking  in  foundation.  When  a  hospital  is  accused  of  indis¬ 
criminate  charity  it  should  receive  the  charge  without  resentment  and 
should  re-examine  its  routine  procedure  with  a  view  to  correcting  any 
faulty  methods  which  the  investigation  may  reveal.  Hospital  work  would 
lose  its  principal  virtue  if  the  charitable  impulse  that  has  prompted  so 
much  of  it  were  killed.  But  is  it  not  equally  true  that  justice  will  sooner  or 
later  be  tricked  by  a  hospital  that  is  all  heart  and  no  head? 
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If  sentimentalism  softens  the  fiber  and  weakens  the  procedure  of  some 
hospitals,  there  are  others — not  many,  fortunately — that  are  thoroughly 
hard-boiled.  To  these  institutions,  business  is  business,  and  the  patient 
who  is  an  unprofitable  customer  is  not  a  welcome  guest.  While  the  social- 
minded  hospital  points  with  pardonable  pride  to  its  operating  deficit  and 
regards  the  gap  between  receipts  and  expenditures  as  the  measure  of  its 
useful  social  service,  its  neighbor,  obsessed  by  the  idea  that  a  hospital  is 
essentially  a  business  like  any  other  business,  looks  with  distaste,  if  not 
with  abhorrence,  upon  any  transaction  which  does  not  square  with  busi¬ 
ness  principles  and  considers  its  management  successful  only  if  at  the  end 
of  the  fiscal  year  it  is  able  to  report  that  no  loss  has  been  incurred.  For 
me  a  hospital  that  obeys  no  law  but  the  law  of  business  has  little  charm.  If 
hospital  solvency  is  purchasable  only  at  the  price  of  soullessness,  it  might 
be  better  to  risk  insolvency  and  trust  the  community  to  come  to  the  rescue. 

The  hospital  that  deliberately  abandons  a  heavy  and  hazardous  local 
ambulance  service,  knowing  full  well  that  no  other  hospital  can  take  care 
of  the  accidents  in  the  district  as  conveniently  or  as  effectively,  or  the 
crafty  hospital  which  continues  its  ambulance  service  but  encourages  its 
ambulance  surgeons  to  give  the  hospital  and  not  the  patient  the  benefit  of 
the  doubt  when  a  street  case  looks  hopeless,  has  sunk  to  a  low  moral 
plane  indeed.  Such  hospitals  engender  in  the  public  mind  much  of  the 
widespread  distrust  of  hospitals  that  committees  on  public  relations  are 
doing  their  utmost  to  counteract.  There  is  no  warrant  for  the  acceptance 
of  a  hospital’s  death  rate  at  its  face  value ;  the  careful  observer  will  reserve 
judgment  until  all  of  the  related  facts  have  been  examined. 

A  hospital  is  sometimes  impelled  to  change  its  attitude  toward  patients 
by  some  unexpected  and  alarming  occurrence,  such  as  an  epidemic  of 
pneumonia  in  a  medical  ward,  a  run  of  erysipelas  in  a  surgical  ward,  an 
unexpected  series  of  obstetrical  infections,  vaginitis  in  the  children’s  ward. 
Few  hospitals  escape  such  experiences,  and  nothing  so  quickly  modifies 
the  attitude  of  the  administration  toward  the  patient.  When  an  epidemic 
occurs,  the  hospital’s  routine  preventive  measures  are  carefully  reviewed, 
and  exceptionally  rigorous  protective  measures  are  instituted  which  are 
generally  relaxed  when  the  excitement  subsides.  It  is  out  of  experiences 
like  these,  however,  that  the  actual  hygienic  practices  of  hospitals  have 
grown;  a  burned  child  dreads  the  fire,  and  a  germ-devastated  hospital 
becomes  to  a  greater  or  lesser  extent  permanently  epidemic  conscious. 

A  preference  for  certain  types  of  patients  and  a  disposition  to  avoid 
others  is  characteristic  of  hospitals  in  normal  times,  as  well  as  during 
periods  of  unusual  stress.  Most  of  our  general  hospitals  exclude  by  definh 
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tion  certain  types  of  cases.  Among  the  grounds  for  such  exclusion  are  a 
limited  clinical  program,  endowment  restrictions,  fear  of  contagion,  moral 
prejudice,  convenience,  expense,  race  prejudice,  and  distaste  for  notoriety. 

Contagious  cases  are  dreaded  by  general  hospitals  in  America,  partly 
because  so  few  of  our  hospitals  are  organized  and  equipped  for  their 
prompt  detection  and  proper  segregation.  In  the  great  general  hospitals 
of  Europe  the  treatment  of  infectious  diseases  is  all  in  the  day’s  work;  a 
similar  attitude  will  doubtless  be  developed  in  our  own  general  hospitals 
when  they  are  planned  with  this  type  of  service  in  mind. 

Psychiatric  practice  should  become  part  and  parcel  of  the  daily  routine 
of  every  large  general  hospital.  With  proper  discretion,  psychopathic  cases 
can  be  cared  for  in  general  hospitals  without  detriment.  The  advantage 
of  avoiding  legal  formalities  and  of  obtaining  consulting  services,  and  the 
very  high  rate  of  successful  treatment  and  discharge  are  worthy  of  em¬ 
phasis.  We  must  strive  to  introduce  this  service  gradually;  if  we  recognize 
the  existence  of  borderline  cases,  we  can  be  a  little  less  rigorous  in  the 
enforcement  of  rules  excluding  insane  patients.  One  hospital  conducted  a 
neurological  service  for  a  great  many  years;  quietly,  mental  borderline 
cases  were  admitted.  After  going  on  in  this  way  for  some  time,  the  head 
of  the  neurological  service  came  before  the  trustees  with  the  bold  demand 
that  a  psychopathic  service  be  established.  “Oh,  no,”  said  the  board,  “we 
can  have  no  insane  patients  in  our  hospital.”  “You  have  been  having 
them  for  years,”  was  the  reply.  The  outcome  was  a  change  of  title  from 
Department  of  Neurology  to  Department  of  Neuropsychiatry,  a  slight 
change  of  emphasis  from  which  no  disagreeable  consequences  have 
flowed.  In  the  course  of  time  we  may  expect  general  hospitals  to  show  a 
friendlier  attitude  toward  mental  cases,  but  first  the  general  medical  prac¬ 
titioner  will  have  to  acquire  a  more  general  understanding  of  the  nature 
of  mental  disorders  and  greater  interest  in  mental  hygiene. 

A  hospital  primarily  interested  in  advancing  scientific  medicine  or 
actively  engaged  in  medical  teaching  sometimes  looks  askance  at  the 
ward  patient  who  is  not  good  material  for  scientific  study  or  who  lacks 
the  features  of  a  classical  case  suitable  for  presentation  to  medical  students. 
One  professor  of  clinical  medicine,  with  whom  I  discussed  this  specialized 
attitude,  admitted  that  he  would  feel  annoyed  if  his  house  staff  bothered 
him  to  look  at  a  patient  who  did  not  fit  in  with  his  teaching  program  or 
did  not  present  some  sign  or  symptom  of  scientific  interest.  If  all  clinical 
professors  adopted  this  attitude,  the  claim  of  the  teaching  hospital  as  one 
in  which  the  highest  standards  prevail  and  whose  patients  therefore  should 
be  regarded  as  the  favorites  of  fortune  might  be  questioned.  In  a  hospital 
thus  motivated,  the  professor’s  chosen  patients  may  indeed  be  a  subject 
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for  envy,  but  how  are  we  to  appraise  the  prospects  of  the  patient  left  to 
the  mercy  of  the  relatively  inexperienced  members  of  the  house  staff? 

Within  a  single  generation,  the  average  length  of  stay  of  patients  in 
American  hospitals  has  been  reduced  from  more  than  twenty  to  eleven  or 
twelve  days.  What  influences  have  contributed  to  this  reduction?  “In¬ 
creased  administrative  efficiency,”  says  the  hospital  administrator,  patting 
himself  on  the  back.  “Scientific  progress  and  enhanced  clinical  skill,” 
declares  the  doctor,  not  without  a  touch  of  pride  in  his  own  contribution 
to  so  excellent  a  result.  “Half-truths,”  comments  the  critical  observer,  who 
upon  close  inspection  perceives  that  other  influences,  such  as  the  selection 
of  cases,  are  involved.  The  length  of  hospital  treatment  has,  of  course, 
been  shortened  in  many  instances  by  modern  scientific  aids  to  diagnosis, 
by  the  extension  of  aseptic  surgery,  by  improved  therapeutic  methods,  by 
better  nursing,  and  by  a  stricter  application  of  the  principles  of  sanitation 
and  hygiene.  But  we  also  know  that  the  voluntary  hospital  today  con¬ 
siders  its  responsibility  to  be  limited  pretty  strictly  to  the  handling  of  the 
critical  stages  of  acute  diseases. 

Strong  arguments  can  be  adduced  in  favor  of  the  practice  of  limiting 
the  service  of  general  hospitals  to  the  care  of  acute  diseases  in  their  critical 
stages,  provided  suitable  accommodations  are  available  elsewhere  for  the 
chronically  sick  and  the  convalescent.  But  since  this  happy  condition 
rarely  exists,  American  hospital  administration  is  open  to  serious  criticism 
on  this  point.  The  fact  is  that  even  the  best  hospitals  leave  undone  much 
desirable  medical  and  medicosocial  service,  less  on  account  of  indifference 
or  lack  of  idealism  than  because  of  restricted  means. 

There  are  probably  few  hospital  superintendents  who  would  not 
frankly  admit  that  a  wide  gap  exists  between  current  hospital  practice 
and  the  total  hospital  needs  of  the  typical  American  community.  The 
hope  of  the  future  lies  not  alone  in  our  ability  to  perceive  and  our  readi¬ 
ness  to  acknowledge  the  shortcomings  of  existing  hospital  service  but  in 
a  firm  determination  to  see  that  known  deficiencies  are  supplied.  The 
activities  of  the  local  hospital  councils  being  formed  in  many  places,  whose 
primary  object  is  a  carefully  planned  community  hospital  service,  will 
doubtless  aid  progress  in  this  direction. 
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Should  the  Hospital  Tell? 


It  is  the  business  of  the  hospital  to  know  the  truth  about  itself,  its  staff, 
and  its  patients.  The  duty  of  ascertaining  these  facts  rests  in  part  on  the 
administration  of  the  hospital  and  in  part  on  the  staff.  From  time 
immemorial  physicians  have  been  concerned  with  the  question  of  medi¬ 
cal  confidences.  But  the  personal  histories  and  bedside  notes  of  patients 
constitute  only  a  small  part  of  the  confidential  information  that  hospitals 
are  called  upon  to  handle  with  discretion. 

When  the  hospital  throws  the  mantle  of  its  protection  about  a  trusting 
patient,  is  it  absolved  from  all  obligations  except  its  obligations  to  the 
patient,  or  are  there  duties  that  remain — duties  to  other  individuals,  to 
the  state,  to  society — which  outweigh  its  tacit  pledge  of  secrecy?  When 
friends  inquire  and  newsmen  cajole,  when  lawyers  threaten  and  the  courts 
command,  when  husbands  demand  and  wives  implore,  should  the  hos¬ 
pital  tell?  Silent  partner  of  saints  and  chosen  confidant  of  sinners,  the 
hospital  is  a  great  storehouse  of  secrets,  sacred  and  profane,  which  it  is 
free  to  use  for  good  or  ill.  Yet  it  is  not  altogether  free,  for  in  some  coun¬ 
tries  strict  statutes  must  be  observed,  while  in  others  powerful  sentiments 
traditionally  associated  with  clinical  work  favor  the  hospital’s  voluntary 
allegiance  to  the  Hippocratic  oath,  which  declares  that  “whatever,  in 
connection  with  my  professional  practice,  I  may  see  or  hear,  I  will  not 
divulge,  holding  that  all  such  things  shall  be  kept  secret.” 

The  legal  and  ethical  aspects  of  medical  confidences  have  been  dis¬ 
cussed  by  many  able  writers.  The  position  that  hospitals  take  with  respect 
to  such  confidences  is  usually  and  properly  the  same  as  that  of  the  medi¬ 
cal  profession  itself.  The  legal  position  of  medical  confidences  in  England, 
which  bears  a  strong  resemblance  to  approved  American  practice,  has 
been  succinctly  summed  up  by  Lord  Riddell  as  follows :  ( i )  A  doctor, 
being  in  a  fiduciary  capacity,  must  preserve  his  patients’  confidences 
unless  relieved  from  the  obligation  by  some  lawful  excuse.  (2)  Legal 
compulsion  or  the  patient’s  consent  is  a  lawful  excuse,  as  is  the  per- 
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formance  of  a  moral  or  social  duty;  protection  of  the  doctor’s  interests 
may  also  justify  disclosure,  (3)  If  called  as  a  witness,  a  doctor  must 
answer  such  questions  as  may  be  put  to  him  by  the  court.  (4)  A  doctor 
shares  with  other  citizens  the  duty  of  assisting  in  the  detection  and  arrest 
of  a  person  who  has  committed  a  serious  crime. 

These  basic  principles  must  be  kept  in  mind  by  the  hospital  in  the 
face  of  inquiries,  usually  well  intentioned  and  often  irritatingly  persistent, 
that  arise  in  many  quarters  and  from  a  wide  variety  of  interests.  Among 
those  seeking  confidential  information  are  anxious  relatives  and  friends 
whose  motives  are  usually  above  criticism,  employers  to  whom  the  desired 
knowledge  may  be  of  practical  value,  social  agencies  offering  co-operation 
in  personal  and  community  service,  physicians  at  work  upon  clinical 
histories,  insurance  companies  in  search  of  vital  statistics  or  of  evidence 
with  which  to  dispute  the  claims  of  policyholders,  benefit  societies  seeking 
to  verify  the  statements  of  members,  health  officers  aiming  at  prophylactic 
measures,  police  officers  bent  upon  the  detection  and  punishment  of 
crime,  and  reporters  looking  for  sensational  news.  To  any  of  these  the 
hospital  may  be  a  help  or  a  hindrance,  and  the  hospital  administration 
that  is  ill-informed  concerning  its  duties  and  its  prerogatives,  or  that 
neglects  to  instruct  or  to  control  its  officers  and  agents,  sooner  or  later 
will  find  itself  in  a  position  which  is  legally  or  morally  indefensible. 

Through  the  clinical  investigations  of  its  staff  the  hospital  comes  into 
possession  of  the  confidential  histories  of  its  patients,  but  many  other  facts 
in  which  the  public  is  interested  are  or  should  be  known  to  the  hospital. 
The  hospital  has  no  such  body  of  law  or  tradition  to  guide  it  in  the  use  of 
these  facts  as  in  the  case  of  “medical  confidences.” 

One  order  of  facts,  and  a  most  important  one,  has  to  do  with  the 
qualifications  and  methods  of  the  staff.  It  is  charitable  to  assume  that 
appointing  boards  fully  investigate  the  qualifications  of  their  medical 
appointees,  but  it  would  be  almost  fantastic  to  assert  that  hospital  boards, 
at  any  rate  before  the  advent  of  what  is  commonly  known  as  hospital 
standardization,  systematically  studied  the  actual  performance  of  their 
appointees  and  acted  upon  their  findings  when  the  record  was  more  or 
less  incriminating.  Latterly,  through  the  partial  standardization  of  methods 
of  clinical  recording  and  the  examination  in  conference  of  the  clinical 
course  of  fatal  cases,  hospitals  have  been  supplied  with  clues  to  many 
weaknesses  in  the  work  of  their  individual  clinicians  or  clinical  teams. 

When  clinical  results  are  less  favorable  than  might  reasonably  have 
been  expected  from  the  exercise  of  average  care  and  skill  (or  from  skill 
somewhat  above  the  average,  for  the  degree  of  skill  that  passes  legally  as 
just  sufficient  to  avoid  the  charge  of  malpractice  is  hardly  good  enough 
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to  satisfy  the  demands  of  a  conscientious  hospital  administration),  the 
hospital  is  under  moral  obligation  to  look  closely  into  the  situation  and 
eventually  to  take  such  steps  as  may  be  necessary  to  ensure  the  safety  and 
welfare  of  its  future  patients.  The  task  is  far  from  simple,  for  there  is 
no  fixed  standard  for  the  appraisal  of  clinical  skill,  from  the  hospital’s 
standpoint.  Latent  or  potential  ability  is  not  in  itself  enough ;  an  attending 
physician  may  be  a  man  of  outstanding  ability,  but  may  nevertheless  con¬ 
duct  his  service  so  poorly  that  patients  do  not  get  the  full  benefit  of  his 
knowledge  and  skill. 

Some  errors  in  diagnosis  or  treatment  or  in  the  ethical  conduct  of  a 
hospital  service  are  easily  detected,  others  are  not;  but  whether  as  the 
result  of  statistical  analysis  or  clinical  conferences,  or  from  less  formal 
gossip  or  report,  a  hospital  employing  a  large  staff  sooner  or  later  finds 
itself  in  possession  of  knowledge  of  a  delicate,  not  to  say  critical,  character 
concerning  the  members  of  its  staff.  An  overwhelming  majority  of  staff 
members  are  beyond  question  competent  and  reliable,  but  few  large  hos¬ 
pital  organizations  are  without  their  weak  spots.  For  example,  a  surgeon 
is  known  to  be  hasty  in  diagnosis,  is  given  to  exploratory  operations  on 
the  flimsiest  grounds,  is  careless  of  aseptic  technic,  lacks  dexterity,  is  so 
slow  as  to  prolong  difficult  operations  beyond  the  danger  line,  or  is  dis¬ 
posed  to  shift  to  juniors  or  even  to  nurses  the  postoperative  care  of  compli¬ 
cated  surgical  cases.  Not  all  of  these  faults,  of  course,  are  likely  to  be 
chargeable  against  any  one  man.  Or  perhaps  an  internist  becomes  addicted 
to  fads,  has  little  or  no  interest  in  certain  common  but  clinically  unimpor¬ 
tant  varieties  of  disease,  is  careful  in  diagnosis  but  painfully  weak  in 
therapy,  is  alarmingly  prompt  in  discovering  surgical  indications  in  cases 
of  vague  abdominal  complaint,  and  has  the  suspicious  habit  of  referring 
all  such  cases  for  exploratory  operation  to  a  surgeon  with  whom  he  is  on 
particularly  intimate  terms.  Or  a  laryngologist,  to  cite  a  familiar  example, 
finds  diseased  tonsils  in  almost  every  patient  he  examines,  regards  the 
tonsils  as  the  source  of  every  known  human  ailment,  counts  his  tonsil¬ 
lectomies  by  the  thousand,  regards  every  tonsillectomy  as  an  infallible 
cure,  and  insists  that  any  patient  who  continues  to  complain  after  treat¬ 
ment  is  inexcusabily  stupid  and  obstinate. 

What  is  to  be  done,  if  a  hospital  is  practically  certain  that  a  member 
of  its  staff  is  the  victim  of  a  dangerous  fallacy  or  is  habitually  in  error? 
Shall  the  offender  be  permitted  to  parade  before  his  colleagues  and  the 
public  as  a  skillful  and  reliable  practitioner  who  is  apparently  endorsed 
by  the  reputable  hospital  with  which  he  is  connected?  Shall  he  be  quietly 
invited  to  resign  and  when  he  does  so,  be  publicly  thanked  for  his 
“valuable  services”  and  thus  aided  to  continue  his  objectionable  practice 
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in  some  other  institution?  Or  shall  he  be  dismissed  in  such  a  manner  as  to 
make  it  clear  to  the  community  that  something  is  wrong  with  him  and 
that  his  patients  had  better  beware?  If  the  choice  lies  between  damaging 
the  professional  reputation  of  one  man  and  endangering  the  lives  or 
health  of  many,  where  does  the  duty  of  the  hospital  lie?  In  the  face  of  a 
problem  of  such  moment,  which  no  hospital  can  escape,  is  it  not  evident 
that  the  hospital  board  that  measures  the  success  of  its  administration 
solely  by  the  treasurer’s  balance  sheet  and  pays  no  heed  to  the  often 
glorious  but  sometimes  tragic  actualities  of  its  clinical  service  is  morally 
guilty  of  malfeasance  or  at  least  of  nonfeasance? 

The  necessity  of  balancing  hospital  or  private  interests  against  the 
public  welfare  does  not  end  with  the  disposal  of  matters  affecting  the 
medical  staff,  for  hospitals  are  often  obliged  to  mediate  between  nurses 
of  questionable  ability  or  repute  and  their  prospective  employers.  Many 
a  nurse  now  engaged  in  successful  practice  owes  the  opportunity  to  con¬ 
tinue  her  professional  career  following  a  serious  error  in  professional  or 
private  conduct  to  the  sympathy  and  discretion  of  hospital  or  training 
school  officials. 

A  careless  student  nurse  may  be  guilty  of  some  technical  error  that 
endangers  the  life  of  a  patient.  Another  may  be  grossly  negligent  in  her 
studies,  highly  temperamental,  grossly  insubordinate,  or  unsympathetic 
toward  and  irritating  to  her  patients,  or  she  may  be  addicted  to  narcotic 
drugs  or  stimulants.  It  may  be  clear  that  the  separation  of  a  nurse  from 
the  school  is  desirable  from  the  standpoint  of  everybody  concerned.  Her 
dismissal,  however,  may  give  rise  to  an  entirely  new  problem  if  she  is 
disinclined  to  abandon  nursing  and  seeks  to  make  a  fresh  start.  When 
inquiry  is  made  by  another  school  or  hospital  about  a  nurse  with  a 
dubious  record,  what  should  be  done?  The  bare  recital  of  past  errors 
may  permanently  exclude  from  a  professional  career  an  intelligent  woman 
who  is  determined  to  turn  over  a  new  leaf  and  is  sincere  in  her  desire  to 
follow  a  nursing  career.  On  the  other  hand,  the  suppression  of  facts  may 
expose  another  hospital  to  dangers  that  it  would  be  glad  to  avoid.  The 
more  mature  superintendents  of  nurses  probably  allow  themselves  the 
widest  latitude  in  appraising  the  future  usefulness  of  nurses  whose  errors 
can  hardly  be  disregarded  but  may  in  many  instances  be  kept  in  the 
background  without  public  detriment.  Like  an  accomplished  pianist,  a 
hospital  official  must  know  when  to  use  the  soft  pedal. 

The  doctrine  of  discreet  silence  has  limitations  that  must  not  be  over¬ 
looked  by  hospitals,  since  they  are  not  free  from  public  obligations.  It 
may  be  contended  that  secrecy  is  justifiable  whenever  disclosure  would 
do  more  harm  than  good,  or  that  secrecy  may  properly  be  used  to  protect 
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the  weak  and  unfortunate  from  the  results  of  their  errors  or  of  circum¬ 
stances  beyond  their  control.  These  arguments,  however,  will  not  apply 
to  hospitals  that  are  secretive  in  regard  to  their  own  affairs  for  purely 
selfish  reasons. 

Most  hospitals  are  conscious  of  weaknesses  of  two  kinds — deficiencies 
arising  from  their  limited  resources,  and  organizational  or  functional 
faults  or  defects  for  which  the  administration  is  largely  responsible.  The 
financially  crippled  hospital  seldom  hesitates  to  tell  its  troubles  to  the 
public;  its  itching  outstretched  palm  has  become  a  familiar  feature  of 
American  life,  and  the  growth  of  voluntary  hospitals  in  most  of  our 
urban  communities  testifies  to  the  sympathy  with  which  the  appeals  of 
hospitals  are  received.  But  the  hospital  that  falls  far  short  of  administrative 
efficiency  is  often  tempted  to  conceal  from  view  things  of  which  it  is  just 
a  little  bit  ashamed — doubtful  policies,  acts  of  favoritism,  unwarranted 
extravagances,  and  unsuccessful  experiments. 

The  small  special  hospital  which  has  within  its  system  no  germ  of  bal¬ 
anced  or  healthy  growth  is  loath  to  admit  its  logical  limitations.  Its  staff 
may  be  drifting  further  and  further  away  from  the  main  current  of  mod¬ 
ern  medicine,  its  patients  may  suffer  numerous  deprivations  because  it 
lacks  resources  that  only  the  general  hospital  can  command,  but  the 
hospital,  motivated  by  a  desire  for  self-preservation  rather  than  by  any 
urge  toward  complete  growth  or  administrative  perfection,  is  not  eager  to 
reveal  these  facts.  In  dealing  with  the  public,  it  is  important  that  emphasis 
be  placed  on  frank  statements  showing  not  only  what  the  hospital  does 
but  where  its  resources  have  failed  and  are  insufficient,  and  what  the 
community  needs  in  the  way  of  additional  services. 

Public  education  on  hospital  topics  is  indispensable.  There  is  not 
much  use  in  having  well-trained  physicians  in  the  hospitals  if  the  people 
do  not  know  what  the  hospitals  are  able  to  do  for  them,  so  that  they  can 
turn  to  them  intelligently  and  make  use  of  them  promptly  when  the  need 
arises. 

Not  without  reason  do  skillful  public  accountants  often  jeer  at  the 
financial  reports  of  hospitals,  for  some  hospital  reports  are  not  candid, 
while  others  are  clumsy  and  inexpressive.  It  requires  considerable  skill 
and  ingenuity  to  prepare  a  really  illuminating  report  of  the  financial  oper¬ 
ations  of  a  great  hospital  which  derives  its  income  from  a  wide  variety 
of  sources,  including  private  room,  ward,  and  dispensary  earnings,  public 
grants,  restricted  and  unrestricted  capital  funds,  and  contributions  either 
to  the  current  general  needs  of  the  hospital  or  for  specially  designated 
purposes. 

A  crying  need  of  the  hospital  world  is  the  development  of  a  standard 
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administrative  nomenclature,  not  a  clinical  one,  to  facilitate  the  study  of 
national  and  international  hospital  problems  and  the  comparison  of  hos¬ 
pital  methods  and  results.  An  acceptable  standardized  nomenclature 
would  put  an  end  to  the  misunderstandings  that  arise  from  the  varied  use 
of  such  terms  as  “cost  per  capita,”  “cost  of  construction  per  bed,”  and 
“cost  of  nursing  service.” 

Many  years  ago  an  appeal  was  made  to  the  hospitals  of  New  York 
City  to  add  to  their  annual  figures  on  patients  admitted  a  classified  list 
of  patients  rejected,  accompanied  by  explanatory  notes,  for  without  it 
the  comparison  of  the  city’s  hospital  resources  and  its  needs  was  impossible. 
The  response  to  this  appeal  was  not  encouraging — only  two  hospitals  out 
of  a  possible  hundred  adopted  the  suggestion.  Was  the  failure  of  the 
other  hospitals  to  respond  affirmatively  due  to  their  inability  to  grasp  the 
significance  of  the  suggestion,  to  indifference  to  the  general  welfare,  or  to 
deliberate  intent  to  conceal  facts  which,  while  not  exactly  discreditable, 
could  shed  no  luster  on  the  hospital?  I  do  not  know,  but  I  feel  sure  that 
many  hospitals  will  continue  to  fall  far  short  of  perfection  in  their  organ¬ 
ization  and  work  until  they  acquire  a  passionate  desire  to  know  the  whole 
truth,  and  a  willingness  to  tell  it  without  reserve. 
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The  prevalence  of  chronic  diseases  is  increasing  at  a  rate  which  suggests 
that  America  may  some  day  become  a  nation  of  invalids.  If,  as  students 
of  history  claim,  national  downfall  is  the  inevitable  lot  of  a  devitalized 
people,  it  is  incumbent  on  health  departments  and  the  medical  profession 
to  try  to  prevent  the  further  physical  deterioration  of  our  people.  This  is 
possible  only  through  proper  hospitalization  of  the  chronically  ill  and  the 
development  of  research  in  a  field  too  long  neglected  by  organized  med¬ 
icine. 

Great  progress  has  been  made  in  checking  contagious  diseases  and 
other  ailments  of  childhood.  We  live  longer,  but  we  do  not  grow  stronger. 
In  New  York  City,  which  fairly  reflects  conditions  throughout  the  nation, 
the  death  rate  from  all  causes  fell  from  29.25  per  thousand  in  1868  to 
10.92  per  thousand  of  the  population  in  1931.  But  chronic  diseases, 
which  in  1870  caused  only  6.4  per  cent  of  all  recorded  deaths,  now 
account  for  more  than  50  per  cent  of  the  total  mortality.  The  hospitaliza¬ 
tion  of  the  chronically  ill  has  grown  correspondingly,  so  that  more  than 
50  per  cent  of  the  hospital  beds  in  the  United  States  are  at  any  one  time 
occupied  by  patients  suffering  from  chronic  physical  and  mental  dis¬ 
orders. 

There  are  a  number  of  simple  reasons  why  hospitalization  of  the 
chronic  sick  presents  a  particularly  difficult  problem.  Each  chronic  patient 
must  be  hospitalized  not  for  a  few  days  or  weeks,  as  is  the  case  in  acute 
diseases,  but  for  months  or  years,  raising  the  cost  of  individual  service  to 
staggering  figures.  The  chronically  ill  patient  can  seldom  pay  for  his 
hospital  care.  Voluntary  or  privately  supported  hospitals,  finding  that 
the  admission  of  a  single  chronic  case  compels  them  to  exclude  three,  five, 
or  ten  acute  cases,  prefer  to  limit  their  service  to  the  treatment  of  acute  or 
short-time  illnesses,  and  the  chronically  ill  patient  is  forced  to  turn  to  the 
government. 

In  general  hospitals,  whose  facilities  are  devoted  almost  wholly  to  the 
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care  of  acute  diseases,  the  average  length  of  a  patient’s  stay  is  only  1 4  days 
[as  of  1945,  10  days],  but  in  New  York  City’s  municipal  hospitals,  which 
represent  a  mixture  of  acute  and  chronic  services,  the  average  length  of 
treatment  for  each  patient  in  the  combined  hospital  system  is  23  days 
[as  of  1945,  17  days].  Patients  suffering  from  such  chronic  conditions  as 
heart  disease,  diseases  of  the  nervous  system,  rheumatism,  diseases  of  the 
kidneys,  glandular  disturbances,  drug  addiction,  orthopedic  diseases, 
diabetes,  and  cancer,  are  guests  of  the  city  for  months  at  a  time,  in  some 
cases  for  years. 

I  can  refer  here  only  briefly  to  the  most  troublesome  and  costly  of  all 
chronic  diseases,  namely,  mental  disease.  The  most  striking  thing  about 
mental  hospitals  is  their  startling  growth  from  373,000  beds  in  1927  to 
513,000  beds  in  1933  [657,393  beds  as  of  1945].  Project  this  curve  of 
growth  into  the  future  for  twenty  years  more  and  instead  of  half  a  mil¬ 
lion  mental  hospital  cases,  we  shall  have  a  million.  If  we  do  not  wish  to 
see  a  million  Americans  in  mental  hospitals  in  1955,  we  must  vigorously 
support  every  social  agency,  every  educational  committee,  and  every 
medical  group  studying  the  problem  of  mental  hygiene  for  children  and 
adolescents,  for  it  is  during  these  critical  early  years  that  the  mental 
future  of  the  individual  is  to  a  great  extent  determined. 

Next  to  mental  diseases,  tuberculosis  presents  the  largest  group  of 
chronically  ill  patients  for  whom  special  provision  should  be  made. 
Tuberculosis  admissions  in  1934  were  82,000  [86,000  as  of  1945]  as 
compared  with  only  50,000  in  1927.  There  are  reasons  to  believe  that 
facilities  greatly  in  excess  of  those  now  available  are  needed.  The  collapse 
method  of  treating  pulmonary  tuberculosis  is  widely  and  increasingly 
used  and  active  measures  of  this  kind  tend  to  displace  relatively  passive 
and  prolonged  treatment,  thus  making  it  possible  for  general  hospitals  to 
participate  more  actively  in  the  care  of  these  patients. 

Now  that  contagious  diseases  are  under  effective  control,  and  mothers 
know  more  about  the  hygiene  of  infancy  and  childhood,  physicians  testify 
that  private  practice  is  becoming  more  and  more  concerned  with  the 
treatment  of  chronic  diseases.  We  know  that  a  chronic  disease  incapaci¬ 
tates  most  of  its  victims  and  impoverishes  many  of  them ;  if  the  physician 
must  live  on  this  type  of  practice,  his  financial  outlook  is  far  from  bright. 
The  great  mass  of  sufferers  from  chronic  diseases  are  persons  with  slender 
incomes,  and  three  alternatives  are  open  to  them :  they  can  patiently 
endure  their  misery  without  making  any  serious  effort  to  obtain  relief; 
they  can  accept  such  treatment  as  a  crowded  and  overworked  free  dis¬ 
pensary  offers;  or  they  can  seek  admission  to  a  hospital  which  is  either 
willing  to  accept  chronic  cases  or  is  forced  to  do  so  because  of  its  public 
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character.  What  then  happens  to  them  is  not  a  particularly  inspiring 
story :  wherever  a  single  institution  was  formerly  utilized  for  both 
acute  and  chronic  cases,  the  chronic  service  suffered;  somehow  the  more 
acute  service  seems  to  have  had  a  magnetic  effect  upon  the  staff  which 
tended  to  absorb  its  interest  and  energy.  As  for  chronic  hospitals,  doctors 
and  social  workers  both  know  that  these  are  the  neglected  stepchildren 
of  organized  medicine. 

Clinically  speaking,  the  familiar  type  of  chronic  hospital  presents  a 
miscellany  of  chronic  cases  superficially  observed  and  relatively  neglected. 
The  conditions  in  these  hospitals  are  certainly  not  such  as  to  elicit  the 
best  efforts  of  the  medical  staff.  The  physician  who  is  confronted  with  a 
score  of  puzzling  problems  at  one  time,  without  means  at  his  disposal 
for  the  serious  consideration  or  concentrated  study  of  any  one  of  them, 
must  be  so  overcome  by  a  sense  of  helplessness  that  he  is  more  than  likely 
to  shrug  his  shoulders  and  content  himself  with  prescribing  placebos. 
From  his  contact  with  a  great  mass  of  institutionally  undifferentiated 
clinical  cases  the  physician  learns  almost  nothing.  A  well-conducted  service 
for  chronic  diseases  should  prove  attractive  to  clinicians  connected  with 
general  hospitals  as  a  means  of  following  those  of  their  patients  whose 
condition  becomes  chronic,  as  well  as  providing  excellent  teaching  ma¬ 
terial.  The  defeatist  attitude  of  most  physicians  toward  chronic  disease 
hospitals  would  change  completely  if  the  cases  could  be  sorted  out  and 
classified  so  as  to  facilitate  close  observation  and  study. 

We  must  not  look  to  private  philanthropy  for  the  solution  of  the 
problem.  Private  philanthropy  can  help,  but  the  problem  is  so  vast  that 
nothing  less  than  a  government-sponsored  program  will  suffice.  Briefly, 
the  essentials  of  a  community  program  for  dealing  with  chronic  diseases 
are  as  follows :  Assuming  that  society  has  the  same  responsibility  for  the 
chronically  ill  as  it  has  for  the  acutely  ill,  every  responsible  public  health 
official  must  be  made  to  see  that  chronic  disease,  with  its  resultant  dis¬ 
ability,  suffering,  and  economic  loss,  constitutes  a  great  uncultivated  field 
for  profitable  public  health  work.  Public  health  education  is  making 
remarkable  progress  in  the  special  field  of  cancer.  Why  not  extend  the 
program  of  public  health  education  to  other  chronic  diseases?  In  a  strictly 
scientific  spirit  we  should  try  to  find  out  exactly  how  social  and  economic 
factors  contribute  to  chronic  illness,  and  whether  the  crippling  effects  of 
chronic  disease  can  be  lessened  by  reasonable  and  feasible  improvements 
in  living  and  working  conditions. 

Furthermore,  we  must  cease  throwing  every  imaginable  type  of  chron¬ 
ically  ill  patient  into  the  hopper  of  an  unclassified  hospital  service.  This 
is  the  very  essence  of  the  problem  of  proper  hospitalization  for  the  chron- 
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ically  ill.  Confusion,  frustration,  and  despair  are  the  inevitable  results  of 
so  insensate  a  policy;  intelligent  classification,  within  the  orbit  of  the 
general  hospital,  is  indispensable  to  close  and  useful  study,  and  without 
such  study  we  cannot  hope  to  improve  our  methods  of  treatment.  Dif¬ 
ferent  forms  of  chronic  diseases  require  specialized  measures  of  prevention 
and  treatment.  A  spirit  of  inquiry  must  be  fostered  and  money  must  be 
found  for  the  support  of  intelligently  planned  research  projects;  to  lavish 
all  our  resources  on  acute  illness,  while  we  neglect  the  chronically  ill,  is 
neither  wise  nor  just.  It  is  difficult  to  arouse  sympathy  for  persons  suf¬ 
fering  from  chronic  and  incurable  disease;  most  people  find  it  depressing 
to  think  of  these  unfortunates.  Many  communities  spend  millions  for  the 
construction  and  maintenance  of  hospitals  for  the  acutely  ill  but  begrudge 
even  small  sums  for  the  care  of  the  chronically  sick.  Neglected,  dilapi¬ 
dated,  hopeless  in  outlook,  the  chronic  hospital  often  arouses  a  feeling  of 
repugnance,  if  not  one  of  downright  disgust.  We  must  change  all  this  by 
making  the  chronic  hospital,  in  close  association  with  a  general  hospital 
for  acute  illness,  a  center  for  medical  research  in  its  special  and  tran- 
scendentally  important  field. 

Homes  for  incurables  should  restrict  their  activities  to  the  nursing  and 
attendant  care  of  suitable  cases.  No  one  should  be  admitted  to  such  a 
home  without  an  adequate  qualifying  diagnosis,  for  a  mistaken  diagnosis 
may  be  equivalent  to  signing  the  patient’s  death  warrant.  Every  home 
for  the  aged  should  have  a  medical  service  sufficient  for  its  daily  needs 
and  should  be  closely  affiliated  with  a  well-organized  hospital,  equipped 
to  care  for  acute,  as  well  as  for  long-term,  cases. 

Chronic  disease  affects  children  as  well  as  adults,  and  it  is  necessary 
to  differentiate  the  physical,  mental,  and  social  factors  which  affect  child¬ 
hood,  youth,  middle  age,  and  old  age.  In  addition,  since  mental  factors 
play  an  important  role  in  the  causation  of  chronic  diseases,  an  effort 
should  be  made  to  integrate  mental  health  services  with  medical  services 
in  the  study  and  treatment  of  chronic  diseases. 

As  a  result  of  such  improved  methods  of  treatment  we  may  safely 
anticipate  a  shorter  average  length  of  hospital  stay,  a  diminution  of  suf¬ 
fering,  and  a  lessening  of  physical  incapacity.  There  is  another  way  in 
which  the  hospitalization  of  the  chronically  ill  may  be  reduced,  and  that 
is  through  increasing  the  facilities  for  home  medical  care.  Care  at  home 
is  the  happiest  solution  for  the  patient  and  his  family  in  many  cases. 

It  becomes  increasingly  apparent  that  many  of  the  chronic  diseases  of 
middle  and  old  age  are  detectable  in  very  early  years.  Already,  in  certain 
branches  of  medical  science,  specialists  have  raised  their  diagnostic  stand¬ 
ards  to  such  a  degree  that  some  of  the  ills  falling  within  their  field  and 
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formerly  supposed  to  be  inevitable  concomitants  of  advanced  age  are 
discoverable  and  controllable  even  in  the  first  decade  of  human  life.  This 
known  presence  in  the  young  of  certain  conditions  potential  of  grave 
illness  in  the  aged  is  significant;  it  points  to  rich  opportunities  for  such 
further  advancement  of  diagnostic  skills  as  may  detect  many  chronic  ills 
in  early  and  curable  stages.  It  is  especially  important  that  our  program 
for  chronics  be  converted  to  one  in  which  prevention,  rather  than  mere 
alleviation,  will  be  stressed.  Our  aged,  then,  may  be  able  to  spend  their 
later  years  in  health  and  usefulness. 
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PROGRAM  FOR  DISPENSARY  WORK 

In  dispensary  work,  no  less  than  in  hospital  work,  there  are  certain 
standards  of  method  and  achievement,  to  fall  below  which  is  to  fail.  While 
hospitals,  as  evidence  of  their  efficiency,  present  figures  representing  the 
large  percentage  of  their  patients  who  are  discharged  as  “cured,”  a  dif¬ 
ferent  statistical  method  is  followed  in  the  dispensary.  Here  the  subject 
of  boast  is  commonly  mere  growth  in  attendance,  and  no  attempt  what¬ 
ever  is  made  to  judge  the  work  of  the  department  by  any  real  standard 
of  efficiency.  But  the  essence  of  the  matter,  the  very  core  of  the  problem, 
is  not  how  many  patients  are  treated,  but  how  well  they  are  treated;  we 
must  endeavor  to  discover  and  to  apply  methods  which  make  for  effi¬ 
ciency,  or  be  content  to  have  our  dispensaries  stamped  as  failures. 

The  following  program,  if  carried  forward  with  a  determination  to 
stop  at  nothing  short  of  the  highest  attainable  efficiency,  will  create  a  new 
order  of  things  in  dispensary  work,  and  through  a  well-organized  and 
properly  controlled  dispensary  system  will  influence  in  a  marked  degree 
the  health  of  the  community. 

The  first  aim  in  any  scheme  of  dispensary  reform  must  be  the  pre¬ 
vention  of  overcrowding.  Not  until  the  number  of  dispensary  patients  to 
be  examined  is  reduced  to  reasonable  proportions  can  careful  physical 
examination,  proper  history  taking,  and  accurate  diagnosis  be  expected. 

The  facilities  of  the  existing  dispensaries  can  easily  be  calculated; 
normal  standards  of  attendance  can  be  fixed,  and  the  dispensaries  can 
then  decline  to  admit  additional  patients.  If  for  any  reason  individual 
dispensaries  continue  to  prefer  quantity  to  quality,  and  decline  to  restrict 
themselves  voluntarily  for  the  sake  of  the  greater  efficiency  which  would 
result  from  such  restrictions,  the  authorities  may  then  be  requested  to 
replace  its  present  unlimited  license  by  a  new  form  of  license,  stating  the 
number  of  patients  which  a  given  dispensary,  with  specified  facilities, 
will  be  permitted  to  admit  for  treatment. 
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It  is  doubtful  that  additional  dispensaries  will  be  needed  if  the  prin¬ 
ciple  of  restricted  numbers  is  adopted  merely  as  one  step  in  the  scheme 
of  reform;  if,  while  seeking  to  establish  new  and  higher  standards  in 
dispensary  work,  we  at  the  same  time  encourage  dispensaries  to  make 
better  use  of  the  buildings  and  the  organizations  under  their  control;  and 
if  we  furthermore  adopt  an  effective  plan  for  the  total  exclusion  from 
dispensaries  of  patients  who  owe  support  to  the  medical  profession,  and 
have  no  proper  claim  upon  charity. 

It  is  safe  to  assume  that  patients,  moved  by  habit,  sectarian  bias,  the 
greater  reputation  of  some  dispensaries,  or  dissatisfaction  with  the  results 
of  treatment,  will  continue  to  come  to  dispensaries  from  distant  parts  of 
the  city.  But  just  as  dispensaries  have  imposed  upon  themselves  voluntary 
limitations  with  regard  to  their  present  district  or  home  work,  so  can  they 
gradually  limit  the  residential  district  from  which  any  patient  will  be 
accepted.  By  a  voluntary  understanding,  dispensaries  can  thus  lay  the 
foundation  of  a  system  of  district  apportionment,  ultimately  to  be  estab¬ 
lished  and  regulated  by  law. 

Eventually  the  community  will  be  ready  for  the  complete  reorganiza¬ 
tion  of  its  dispensary  work  under  the  guidance  of  a  state  board  of  control 
upon  a  plan  providing  for  the  following : 

1.  Limited  dispensary  licenses,  in  the  place  of  unlimited  licenses,  that 
is,  limitation  of  the  work  of  each  dispensary  to  a  suitable  number  of 
patients  who  are  residents  of  an  assigned  district. 

2.  A  system  of  home  visiting,  aiming  at  the  effective  treatment  of 
functional  and  other  disorders  depending  upon  environment. 

3.  The  use  of  the  power  of  the  state  to  prevent  the  embarrassment 
of  existing  dispensaries.  This  implies  encouraging  the  establishment  of 
new  dispensaries,  voluntary  or  municipal,  whenever  warranted  by  pressure 
upon  existing  dispensaries. 

4.  Periodic  readjustment  of  district  lines  to  allow  for  shifting  of  popu¬ 
lation  and  for  the  enlargement  of  the  facilities  of  established  dispensaries. 
On  account  of  the  varied  character  of  established  dispensaries,  assigned 
dispensary  districts  at  the  outset  will  necessarily  overlap;  thus,  special 
dispensaries  like  those  now  devoted  to  orthopedic  or  to  eye  and  ear  work, 
with  relatively  extensive  facilities  of  a  certain  kind,  would  be  permitted 
to  accept  patients  from  districts  greater  than  those  assigned  to  large 
general  dispensaries  in  the  same  locality,  having  only  limited  facilities 
for  the  class  of  work  carried  on  in  the  more  highly  specialized  institu¬ 
tions. 

The  reforms  here  proposed  are  restrictive  and  will  inevitably  meet 
with  opposition.  They  will,  no  doubt,  be  considered  especially  objection- 
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able  by  dispensaries  which  have  a  weakness  for  formidable  statistics,  and 
by  those  which,  on  account  of  certain  college  affiliations,  are  tempted  to 
seek  above  all  else  a  large  attendance  of  varied  cases — the  larger  the 
better — for  the  purposes  of  medical  teaching,  no  matter  what  the  conse¬ 
quences  to  the  majority  of  the  patients,  who  make  up  the  despised  residue 
of  every  teaching  dispensary  of  unrestricted  growth.  I  do  not  wish  to  be 
understood  as  opposing  the  use  of  dispensaries  for  medical  teaching.  The 
needs  of  some  dispensary  patients  are  at  variance  with  the  interests  of 
schools  controlling  dispensaries,  but  both  the  medical  student  and  the 
patient  would  more  fairly  get  what  they  need,  if  each  school  were  per¬ 
mitted  to  utilize  several  dispensaries  instead  of  a  single  one.  But  if  we 
accept  the  principles  upon  which  the  proposed  reforms  are  based,  we 
cannot  escape  the  duty  of  endeavoring  to  put  them  into  effect.  The  theory 
of  limited  numbers  in  dispensary  work  is  vital.  I  venture  to  say  that  there 
will  be  no  real,  no  far-reaching,  no  general  dispensary  reform  in  our 
large  cities  until  this  is  conceded,  and  that  acknowledgment  of  the  relation 
between  facilities  on  the  one  hand,  and  effective  work  on  the  other,  will 
finally  prove  the  means  of  raising  our  dispensaries  to  the  top  notch  of 
usefulness. 


A  FACTOR  IN  PREVENTIVE  MEDICINE 

It  has  long  been  known  that  there  is  a  connection  between  environ¬ 
ment  and  disease.  The  study  of  occupational  diseases  was  inaugurated 
at  Padua  hundreds  of  years  ago.  From  time  immemorial,  the  clinical 
history  forms  used  in  hospitals  almost  everywhere  have  included  a  line 
for  recording  the  patient’s  occupation,  but  this  record  has  been  made  in 
routine  fashion.  It  has  been  meaningless,  often  not  even  an  accurate 
characterization  of  occupation,  and  valueless  for  any  statistical  or  scien¬ 
tific  purpose.  A  few  dispensaries,  like  the  Boston  Dispensary,  long  ago 
approached  these  matters  in  greater  earnest.  They  realized  that  the 
patient’s  social  and  occupational  history  was  a  factor  of  genuine  im¬ 
portance,  and  perceiving  that  the  dispensary  could  rarely  cure  and  almost 
never  prevent  disease  by  mere  drugging,  they  proceeded  to  build  up  an 
organization  in  which  medical  work  and  social  work  have  been  effectually 
correlated. 

By  sending  nurses  and  social  workers  into  the  homes  of  patients  much 
was  accomplished  for  the  patients  as  individuals.  Working  with  our 
patient  as  an  individual,  we  try  to  alter  his  habits  or  to  improve  his 
environment  so  as  to  favor  his  recovery  from  disease,  and  to  facilitate  the 
maintenance  of  his  health  subsequently.  All  of  this  is  well  worth  doing. 
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But  are  we  willing  to  stop  there?  Isn’t  there  something  else  that  cries  out 
to  be  done?  I  believe  there  is. 

If  a  hundred  patients  should  come  into  the  dispensary  presenting 
some  common  symptom  and  giving  a  history  of  a  single  occupation,  social 
workers  would  speedily  notice  the  correlation  between  disease  and  occu¬ 
pational  habit.  But  large  numbers  of  patients  engaged  in  a  single  occupa¬ 
tion  or  exposed  to  the  same  environment  do  not  usually  come  to  the 
dispensary  together,  coming  rather  in  such  scattered  fashion  that  it  is  not 
very  easy  to  discover  the  common  factors  in  large  groups  of  cases.  Never¬ 
theless,  in  the  background,  there  are  common  environmental  conditions 
which  need  to  be  treated  in  themselves,  with  a  view  to  disease  prevention. 
May  not  the  dispensary,  which  in  its  records  of  thousands  of  cases  pos¬ 
sesses  the  key  to  these  conditions  and  can  show  the  harm  they  do,  properly 
concern  itself  with  environmental  treatment,  with  social  conditions,  with 

social  reform? 

The  dispensary  worker  needs  a  social  philosophy,  not  to  make  him 
happier,  but  to  accentuate  his  earnestness.  He  should  sympathize  with 
the  patient  as  an  individual;  but  he  must  also  see  the  patient  as  a  part  of 
the  social  body,  and  with  this  vision  before  him  he  is  certain  to  redouble 
his  efforts  and  direct  them  into  more  useful  channels.  In  proportion  to 
the  clearness  of  his  social  vision  will  the  emphasis  in  his  work  be  placed 

on  preventive  rather  than  curative  medicine. 

The  broad  aim  of  preventive  medicine  is  to  make  normal  living  pos¬ 
sible  for  everybody.  If  conditions  of  housing,  work,  food,  or  recreation 
are  unfavorable  to  the  attainment  of  this  ideal,  the  dispensary,  must 
uncover  the  facts,  denounce  the  evil,  and  help  to  secure  application  of 
the  remedy.  No  other  institution  is  more  advantageously  placed  foi  pur¬ 
poses  of  social  observation;  hence,  it  is  the  particular  duty. of  the  dis¬ 
pensary  to  participate  in  constructive  social  reform.  Upon  suitable  occa¬ 
sion,  the  dispensary  must  not  hesitate  to  sound  the  social  fiie  alarm, 
society  will  heed  the  warning  if  the  note  is  sounded  clearly. 
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MEDICAL  TEACHING 

Before  placing  a  hospital  on  its  list  of  institutions  approved  for  intern¬ 
ships,  the  Council  on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association  is  accustomed  to  satisfy  itself  by  careful  inquiry  that 
the  hospital  possesses  the  necessary  facilities,  staff,  and  organization  to  do 
the  required  work.  To  this  end,  competent  persons  are  sometimes  called 
on  to  testify  to  the  hospital’s  fitness.  If  similar  inquiries  were  made  in 
order  to  test  the  fitness  of  medical  schools  to  carry  on  undergraduate 
teaching,  what  would  be  the  result? 

What  is  the  nature  of  current  medical  teaching?  The  medical  student 
is  first  introduced  to  the  fundamental  sciences — biology,  chemistry,  and 
physics.  Next,  he  is  taught  physiology  and  anatomy.  Ele  learns  about  the 
normal  human  body,  its  structure,  and  function.  If,  at  this  point,  it  were 
possible  to  ignore  tradition,  the  medical  educator  would  be  tempted  to 
direct  the  attention  of  the  student  to  health  conservation  or  preventive 
medicine.  If  the  promotion  of  physical  well-being  is  the  aim  of  medicine, 
the  “prevention,  cure,  and  alleviation  of  disease,”  in  dictionary  parlance, 
does  it  not  seem  logical  that  after  familiarizing  the  medical  student  with 
the  healthy  body,  he  be  shown  how,  during  infancy,  childhood,  adoles¬ 
cence,  maturity,  and  old  age,  the  vigor  of  the  body  can  best  be  main¬ 
tained?  Time  would  be  well  spent  in  the  study  of  the  manifold  dangers 
that  threaten  infancy,  lurk  in  the  path  of  youth,  frustrate  and  embitter 
age,  in  all  the  walks  of  life. 

But  how  many  medical  schools  today  undertake  broadly  to  teach 
health  conservation?  The  space  allotted  to  hygiene  and  the  various  aspects 
of  health  conservation  in  the  current  medical  curriculum  is  almost  neg¬ 
ligible.  Passing  lightly  over  these  subjects,  the  student  is  conducted  all  too 
quickly  to  the  clinic  and  the  postmortem  room.  And  when  finally,  in  the 
hope  of  rounding  out  his  practical  training,  he  enters  the  hospital  as  an 
intern,  his  mind  is  firmly  set  toward  the  more  dramatic  phases  of  disease 
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and  injury.  In  the  hospital,  fully  half  the  time  and  attention  of  the  intern 
is  claimed  by  major  surgery — a  useful,  indispensable,  and  lifesaving  art, 
but  one  which,  if  carefully  appraised,  would  probably  be  found  to  embrace 
from  one-thirtieth  to  one-fiftieth  of  the  potential  usefulness  of  medical 
science,  broadly  conceived  and  strategically  organized  and  applied. 

On  a  number  of  occasions  I  have  asked  men  engaged  in  the  teaching 
of  physical  diagnosis  whether  in  the  presentation  of  this  subject  it  was 
not  a  mistake  to  stress  well-marked  pathologic  conditions.  These  men 
have  usually  agreed  that  much  could  be  gained  by  increased  attention 
to  the  study  of  the  body  from  the  standpoint  of  health  rather  than  from 
that  of  disease,  but  they  have  maintained  that  the  medical  curriculum  is 
already  so  full  that  it  is  impracticable  to  add  anything  to  it.  Nevertheless, 
it  is  noticeable  that  whenever  a  new,  strange,  and  remote  tropical  disease 
makes  its  appearance,  some  member  of  the  faculty  is  sure  to  find  the  time 
to  tell  all  about  it,  however  slight  the  benefit  that  is  likely  to  result  from 
its  presentation  to  a  group  of  students  who  are  preparing  to  practice 
medicine  where  the  disease  in  question  can  never  be  more  than  a  rare 
curiosity.  Meanwhile,  the  teaching  of  personal  hygiene  is  left  to  public 
health  organizations,  which  lack  the  numbers,  the  intimate  personal  con¬ 
tacts,  and  the  forceful  influence  of  the  great  body  of  educated  physicians. 

It  is  my  belief  that  radical  changes  in  medical  education,  organization, 
and  work  are  required  for  the  most  effective  application  of  medical 
science,  and  that  an  essential  prerequisite  is  a  change  in  the  aim,  content, 
and  method  of  medical  education.  Progress  in  this  direction  will,  how¬ 
ever,  be  extremely  slow,  unless  the  public  becomes  aware  of  the  situation 
and  demands  a  type  of  service  which  today  the  graduate  of  the  standard 
medical  school  is  hardly  prepared  to  render.  Medicine  itself,  not  public 
health  administration  only,  must  accept  in  good  faith  and  must  practice 
in  all  earnestness  the  whole  duty  assigned  to  it  by  common  sense,  as  well 
as  by  the  dictionary,  namely,  the  duty  of  preventing,  curing  and  alleviat¬ 
ing  disease  (not  curing  disease  only).  Medical  social  service,  so-called,  is 
an  entering  wedge.  Prenatal  work  is  another  step  in  the  right  direction; 
in  this  field,  happily,  many  physicians  are  fairly  awake  to  their  respon¬ 
sibilities  and  opportunities.  In  pediatrics,  a  hopeful  beginning  is  found 
in  the  health  classes  for  infants  and  children.  The  methods  of  some 
tuberculosis  dispensaries,  and  of  certain  psychiatric  clinics,  are  quite  ad¬ 
vanced.  The  systematic  supervision  of  the  health  of  groups  of  industrial 
workers  is  another  promising  sign.  Life  insurance  companies  are  lending 
a  hand  by  providing  means  for  the  periodic  examination  of  policyholders. 
But  the  objects  sought  will  not  be  attained  until  the  principles  and  prac¬ 
tice  of  health  conservation  find  a  place  in  the  medical  curriculum  as  a 
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major  subject,  to  be  pursued  intensively  before  the  student  is  permitted 
to  concentrate  on  pathology  and  the  practice  of  medicine  and  surgery,  as 
now  taught. 

Let  me  make  it  perfectly  clear  that  I  am  not  asking  only  for  increased 
emphasis  on  hygiene  in  the  present  curriculum,  but  for  a  fundamental 
reconstruction  of  the  whole  scheme  of  medical  education,  with  a  view  to 
the  presentation  in  logical  order  of  (1)  the  sciences  underlying  medicine; 
( 2 )  anatomy  and  physiology ;  ( 3 )  the  science  and  art  of  health  conserva¬ 
tion;  and  ( 4 )  the  diagnosis  and  treatment  of  disease.  The  multiplication 
and  expansion  of  schools  of  public  health,  however  useful  and  desirable, 
will  not  meet  the  need. 

Thus,  physicians,  whose  potential  power  to  control  and  direct  the 
conduct  of  men  is  greater  than  that  of  any  other  class,  of  whom  it  may 
be  said  that  they  hold  the  key  to  happiness  itself,  are  themselves  not 
properly  taught;  the  whole  atmosphere  of  our  medical  schools  prompts 
students  to  follow  in  the  footsteps  of  teachers  who  have  won  fame  and 
fortune,  either  as  skilled  laboratory  workers  or  as  clinical  specialists. 
They  scarcely  realize  the  splendid  opportunities  that  are  theirs. 

doctor’s  role 

The  physician  who  is  doing  most  to  guard  the  health  of  his  clients  is 
the  old-fashioned  practitioner  who  watches  over  whole  families,  attending 
to  their  minor  ailments  as  conscientiously  as  to  their  graver  maladies,  and 
accepting  the  duties  of  friend  and  confessor  as  well  as  the  particular  role 
which  his  professional  training  and  title  assign  to  him.  He  knows  the 
heredity  of  his  patients,  the  diseases  through  which  they  have  passed  in 
infancy  and  childhood,  the  consequences  of  these  diseases,  their  personal 
habits,  occupations,  and  home  surroundings.  He  is  psychoanalyst  by  intui¬ 
tion,  if  not  by  training;  sympathy  and  common  sense  often  serve  him  in 
the  absence  of  any  systematic  knowledge  of  social  science. 

Psychoneurologists  inquire  into  the  phases  of  personal  experience 
which  play  a  role  in  the  production  of  nervous  and  mental  symptoms. 
Through  their  work  and  writings,  and  that  of  their  co-workers,  the 
psychologists,  popular  interest  has  been  aroused  in  mental  hygiene.  This 
interest  is  a  good  thing;  but  what  is  needed  is  a  deep  and  widespread 
interest  not  merely  in  mental  hygiene,  but  in  the  development  of  all  of 
man’s  powers,  in  hygiene  itself,  in  the  long  but  by  no  means  hopeless 
fight  to  gain  for  each  individual  the  full  enjoyment  of  health. 

Between  the  lines  of  the  reports  of  hospital  social  service  workers 
may  be  read  the  story  of  an  uphill  struggle  to  interest  the  medical  special- 
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ists  of  hospital  and  dispensary  in  facts  of  heredity,  habit,  character,  and 
environment  which  play  such  important  roles  in  dulling  the  edge  of 
existence,  in  lowering  vitality,  in  defeating  the  attempt  to  win  back  life 
in  all  its  marvelous  fullness  and  richness  of  emotion,  experience,  and 
delight.  Medical  social  workers  can  scarcely  accomplish  their  purpose  in 
the  absence  of  sustained  interest  on  the  part  of  physicians,  an  interest 
best  shown  by  their  demand  for  special  services.  Years  ago,  Richard  Cabot 
expressed  the  opinion  that  it  was  not  worth  while  for  any  outsider  to 
establish  social  work  in  a  hospital  unless  some  physician  in  that  hospital 
had  already  become  aware  of  his  need  of  such  help.  “The  doctor  must 
first  have  felt  the  difficulty  of  finishing  the  work  which  his  diagnostic 
studies  began,  or  of  carrying  into  effect  his  desire  to  go  to  the  bottom  of 
his  cases,  to  find  their  cause — physical,  chemical,  hygienic,  financial, 
domestic,  emotional,  or  whatever  it  may  turn  out  to  be — and  to  root  it 
out.” 

In  the  long  run,  I  think,  attempts  to  interest  the  busy  hospital  surgeon, 
who  is  keyed  up  to  the  requirements  of  great  emergencies,  or  of  the 
learned  internist,  who  is  intent  upon  some  obscure  phase  of  pathology, 
in  the  “social,  financial,  and  physical  background  out  of  which  individual 
cases  of  disease  emerge  momentarily,  and  quite  misleadingly,  at  the  hos¬ 
pital,”  will  fail.  I  do  not  at  all  deplore  this,  for  the  minds  of  these  men 
are  occupied  with  other  things,  and  are  so  occupied  to  advantage. 

But  before  medicine  can  function  efficiently  and  completely  it  will  be 
necessary  to  restore  to  life  and  widespread  influence  the  family  physician, 
modernized  and  powerfully  supported  by  precious  instrumentalities  which 
were  not  at  the  command  of  the  family  physician  of  an  earlier  generation. 
The  instrumentalities  that  I  have  in  mind  are  :  ( i )  A  progressive  depart¬ 
ment  of  health  and  welfare  to  fight  off  the  big  dangers  that  can  only  be 
dealt  with  through  the  exercise  of  public  power — such  dangers  as  a  pol¬ 
luted  water  supply,  epidemic  diseases,  the  filth  of  the  city,  and  the  greater 
but  less  conspicuous  filth  of  the  country — and  all  the  dangers  to  life  and 
limb  that  lurk  in  modern  industrial  society.  ( 2 )  Centers  for  the  study  and 
diagnosis  of  obscure  diseases,  commanding  the  best  specialized  clinical 
and  laboratory  aid.  (3)  Hospitals  for  the  acutely  sick,  equipped  to  carry 
out  diagnostic,  therapeutic,  and  nursing  procedures  which  cannot  be 
conducted  as  well  elsewhere.  (4)  A  visiting  nurse  organization,  to  attend 
the  sick  in  their  homes.  (5)  Health  visitors  for  the  well  and  the  almost 
well,  who  are  ever  pursued  by  sickness  which  is  ready  to  strike  the  unwary. 

The  physician  who  undertakes  the  kind  of  practice  that  I  have  in 
mind  will  require,  in  addition  to  the  things  he  learns  currently  in  the 
medical  schools,  an  ampler  knowledge  of  hygiene,  an  understanding  of 


doctor’s  role 


219 

eugenics,  a  thorough  knowledge  of  psychology,  and  a  command  of  those 
phases  of  social  science  which  have  a  bearing  on  the  health  of  individuals. 
Above  all,  he  will  need  to  be  inspired  by  an  instinctive  love  of  man. 
“Intelligence  and  instinct  are  turned  in  opposite  directions;  the  former 
toward  inert  matter,  the  latter  toward  life.  Instinct  is  sympathy.  It  is  to 
the  very  inwardness  of  life  that  instinct  leads  us.”  He  may  practice  indi¬ 
vidually  and  be  effective,  provided  he  is  ready  to  call  to  his  assistance, 
when  he  needs  them,  the  agencies  which  I  have  just  enumerated.  The 
rich  will  profit  by  his  sympathy,  skill,  and  strategy  no  less  than  the  poor. 
Much  of  his  best  work  will  be  done  in  the  district  health  center  of  the 
future,  which  the  hospital  and  diagnostic  clinic  will  serve  as  important 
laboratory  aids.  His  principal  object  will  be  the  conservation  of  health; 
his  method,  the  method  of  personal  service.  He  will  look  and  call  upon 
the  members  of  the  hospital  staff  as  a  high  order  of  technicians,  just  as 
the  internist  and  the  surgeon  now  utilize  and  prize  the  services  of  the 
skilled  bacteriologist,  pathologist,  chemist,  and  radiologist. 

For  the  future  order  which  is  here  outlined,  three  groups  of  medical 
men  will  have  to  be  trained :  ( 1 )  The  consulting  or  hospital  group, 
including  the  present  laboratory  workers,  experts  in  the  detection  and 
classification  of  morbid  processes — doctors  of  disease,  the  basis  of  whose 
art  is  pathology.  (2)  The  public  health  doctor,  to  whom  belongs  the  pre- 
vention  and  control  of  epidemics,  the  practice  of  sanitation  and  public 
hygiene,  and  the  important  task  of  public  health  education.  (3)  The 
health  doctor  or  body  physician,  whose  aim  will  be  the  conservation  of 
the  health  of  the  individual,  and  who  must  have  an  ample  knowledge  of 
medicine,  the  skill  to  seek  out  and  the  strength  and  cunning  to  control  all 
the  forces  that  impinge  on  the  life  of  the  individual,  threatening  him  with 
injury  to  body,  soul,  or  mind. 

There  will  be  no  “hospital”  social  service  as  such.  Since  social  service 
aims  to  bring  about  specific  personal  and  social  adjustments  on  the  part 
of  patients  and  is  concerned  with  the  social  aspects  of  diagnosis  and  treat¬ 
ment,  its  logical  classification  is  under  the  head  of  medical  service,  oi 
which  it  is  a  specialized  form.  Reports  on  social  service  should  therefore 
be  included  in  the  medical  section  of  hospital  reports. 

The  hospital  will  confine  its  efforts  to  the  cure  of  the  sick,  the  study 
of  disease  in  its  more  pronounced  manifestations,  the  teaching  of  clinical 
and  laboratory  medicine,  and  the  training  of  nurses.  Lectures  and  tracts 
alone  will  not  usher  in  an  era  of  health  conservation.  The  rules  of  hygiene 
vary  in  their  application,  and  personal  instruction  is  indispensable.  The 
medical  profession  itself  must  assume  leadership.  Medicosocial  work  will 
fall  naturally  into  the  hands  of  the  group  of  physicians  whose  place  in 
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the  new  order  I  have  tried  to  make  clear.  The  headquarters  for  the 
organized  efforts  of  this  group  will  be  the  district  health  center  to  which 
health  visitors  will  be  attached  as  skirmishers,  investigators,  propagandists, 
and  aides. 


Planning 


1  Basic  Principles 

2  Economic  and  Administrative  Aspects 

3  Building  Program  for  the  General  Hospital 

4  Chairman  of  the  Building  Committee 

5  Planning  for  Private  and  Semiprivate  Patients 

6  Notes  on  Hospital  Planning 

Planning  Rules 
Trends 

Single-Room  Hospital 

7  Lost  Art  of  Hospital  Ventilation 

8  Hospital  Corridor 


1 


Basic  Principles 


When  building  costs  are  extraordinarily  high,  the  temptation  is  par¬ 
ticularly  strong  to  lower  the  standards  of  planning  in  the  interest  of  an 
assumed  economy.  The  time  seems  opportune  to  direct  attention  to  the 
underlying  principles  of  hospital  planning,  which  are  those  of  unity, 
diversity,  facility  of  operation,  flexibility,  health,  and  economy. 

Unity.  A  well-ordered  hospital  which  is  doing  advanced  and  thor¬ 
ough  work  necessarily  contains  many  clinical  and  other  subdivisions.  The 
specialized  character  of  these  subdivisions  readily  suggests  the  splitting 
of  the  hospital  into  many  parts.  Swayed  by  departmental  interests,  the 
architect  is  apt  to  be  led  away  from  the  fundamental  idea  that  the  hos¬ 
pital  is  an  organic  unit  which  cannot  function  vigorously  unless  all  of  its 
departments  function  in  harmony.  The  tendency  of  individual  depart¬ 
ments  to  detach  themselves  from  the  group  should  be  combated  in  plan¬ 
ning  a  general  hospital,  and  the  unity  of  the  hospital  preserved. 

For  an  example  of  what  happens  when  this  principle  is  neglected  let 
us  look  at  one  of  the  many  finest  hospitals  in  the  world  (since  pro¬ 
fessional  campaign  managers  entered  the  hospital  field,  the  number  of 
“finest  hospitals  in  the  world”  has  increased  by  leaps  and  bounds),  which 
consists  of  numerous  buildings  spread  over  many  acres.  The  ward  build¬ 
ings  are  symmetrically  placed,  making  a  beautiful  architectural  picture. 
The  medical  and  surgical  wards,  however,  are  widely  separated,  and 
between  them  there  is  no  easy  means  of  communication.  Multistoried 
ward  buildings  are  attached  to  two  widely  separated  one-story  corridors. 
The  pathological  laboratory  is  relatively  inaccessible.  An  outpatient  de¬ 
partment  is  entirely  lacking.  The  x-ray  department  is  not  so  placed  as  to 
invite  frequent  visits  from  the  members  of  the  attending  staff.  The 
quarters  of  the  resident  staff  are  so  distant  from  certain  wards  as  to  dis¬ 
courage  prompt  response  to  night  calls.  The  scheme  provides  for  an 
indefinite  increase  in  the  number  of  ward  buildings,  but  makes  no  pro¬ 
vision  for  a  corresponding  enlargement  of  the  nurses  home.  Obviously, 
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in  the  planning  of  this  hospital,  the  idea  of  unity  did  not  prevail,  and  the 
plan  is  one  which  does  not  adequately  promote  department  co-ordination, 
facilitate  thorough  work,  or  smooth  the  way  to  well-rounded  future 
development. 

Diversity .  Certain  principles  of  orientation,  size,  and  arrangement 
are  valid,  respectively,  for  a  particular  department  of  a  hospital,  and 
these  principles  must  be  respected.  If  the  architect  considers  separately 
each  distinctive  function,  and  plans  for  it  appropriately,  a  variety  of 
structural  outlines  will  emerge.  If  he  then  proceeds  to  build  for  each 
function,  regardless  of  its  place  and  relations  in  the  general  scheme,  chaos 
will  result.  While  the  value  of  diverse  forms  must  be  recognized,  the 
necessity  of  combining  these  forms  into  a  practicable  unit  must  not  be 
overlooked.  On  the  other  hand,  if  a  plan  is  adopted  which  is  simple  and 
which  is  selected  on  account  of  its  correspondence  to  some  particular 
hospital  function,  the  resulting  building  may  be  satisfactory  in  part,  but 
will  not  give  satisfaction  as  a  whole. 

The  following  examples  illustrate  the  results  when  this  principle  is 
lost  sight  of. 

For  a  hospital  site  of  twenty  acres  on  the  outskirts  of  an  important 
manufacturing  city  a  hospital  of  300  beds  was  planned.  The  architect, 
strongly  impressed  with  the  diversity  of  hospital  functions,  prepared  plans 
for  a  dozen  buildings,  each  designed  for  a  special  purpose.  He  proposed 
to  spread  these  buildings  over  the  site  in  such  a  way  as  to  utilize  to  the 
full  the  landscape  values  of  the  plot.  Each  of  the  proposed  buildings, 
separately  considered,  was  above  criticism.  However,  the  scheme,  though 
rich  in  diverse  and  specialized  planning,  was  utterly  lacking  in  unity,  and 
would  have  resulted  in  many  avoidable  administrative  complications. 
Fortunately,  at  the  last  moment  the  plan  was  abandoned. 

A  beautiful  hospital  of  150  beds  occupies  the  highest  part  of  an 
extensive,  park.  The  building  has  five  stories  and  a  deep  basement.  All 
departments  are  accommodated  within  the  framework  of  a  modified  H. 
In  determining  the  width  of  the  building,  an  attempt  was  made  to  fix 
upon  one  that  would  be  wide  enough  for  all  purposes.  The  result  was  a 
compromise:  the  wards  are  too  wide;  the  private  rooms  too  narrow;  the 
kitchen  cramped;  the  operating  rooms  too  small.  The  four  operating 
rooms  have  a  northern  exposure;  so  also,  unfortunately,  have  the  private 
rooms  under  them.  The  obstetrical  department,  located  in  the  center  of 
the  building,  is  not  a  source  of  comfort  to  its  neighbors.  In  the  attempt 
to  adjust  the  children’s  ward  to  the  given  framework,  it  has  been  deprived 
of  essential  features.  The  whole  scheme  is  ill  advised,  and  the  result  is 
distinctly  unsatisfactory.  Unity  alone  was  sought  in  the  planning,  not 
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unity  with  diversity.  The  scheme  is  essentially  a  product  of  architectural 
design,  and  only  secondarily  a  product  of  the  study  of  hospital  function. 

Facility  of  Operation.  The  facility  with  which  a  hospital  can  be 
operated  depends  on  the  location  of  the  site,  the  disposition  of  entrances 
and  exits,  the  grouping  in  space  of  interdependent  departments,  and  the 
arrangement  or  placing  of  working  equipment.  The  accessibility  of  the 
hospital  to  its  clientele  is  important,  and  in  this  connection  patients, 
visitors  to  patients,  the  medical  staff,  and  the  nursing  staff  must  be  sepa¬ 
rately  considered.  Entrances  and  exits  must  be  conveniently  arranged  for 
each  of  the  groups,  as  well  as  for  domestic  employees,  for  goods,  for  waste, 
and  for  the  dead.  Internal  circulation,  or  transport  and  service  lines 
demand  closest  study.  For  example,  the  wide  separation  of  {a)  the  supply 
entrance  from  the  kitchen,  (b)  the  visitors  entrance  from  the  elevators, 
(c)  the  visitors  elevators  from  the  nurses  control  stations,  ( d )  the  operat¬ 
ing  rooms  from  the  surgical  wards,  ( e )  the  outpatient  department  from 
the  admitting  ward  or  from  the  x-ray  department,  and  (/)  the  ward 
utility  room  or  the  linen  room  from  the  center  of  the  group  of  beds  to 
which  it  is  annexed,  interferes  with  facility  of  operation.  These  few 
examples  will  perhaps  suffice  to  show  that  an  intimate  knowledge  of 
hospital  service  is  indispensable  in  planning,  and  that  the  difficulty  of 
applying  such  knowledge  is  especially  great  in  the  case  of  large  and  com¬ 
plex  general  hospitals,  in  which  service  lines  cross  each  other  many  times. 

Obviously,  this  principle  was  forgotten  when  an  elongated  wing  of 
a  500  bed  hospital  was  arranged  as  follows:  the  outpatient  department 
in  the  basement;  private  patients  on  the  first,  second,  and  third  floors; 
wards  on  the  fourth  and  fifth  floors.  The  long  axis  of  the  building  is  north 
and  south;  the  private  rooms  face  east  and  west;  the  chief  exposures  of 
the  two  principal  wards,  at  the  extremities  of  the  wing,  are  north  and 
south.  The  private  rooms  are  somewhat  larger  than  is  necessary;  the 
wards  are  smaller  than  is  desirable  for  the  number  of  beds  accommodated ; 
the  outpatient  department,  jammed  into  the  basement,  occupies  space 
which  is  entirely  unsuitable  for  its  purpose,  for  while  an  eight  foot  corridor 
may  properly  divide  two  rows  of  private  rooms,  it  makes  a  wretched 
central  waiting  room  for  a  dispensary. 

Flexibility .  Experience  has  shown  that  the  conditions  which  con¬ 
stitute  the  environment  of  the  hospital  are  constantly  undergoing  modi¬ 
fications;  social  changes,  community  growth,  and  scientific  discovery 
create  new  demands  which  the  hospital  is  called  upon  to  satisfy.  Healthy 
hospitals  are  growing  hospitals,  but  their  growth  is  not  necessarily  sym¬ 
metrical.  New  discoveries  are  constantly  opening  up  new  lines  of  medical 
treatment  which  call  for  new,  space-consuming  therapeutic  apparatus. 
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Nursing  standards  are  forever  advancing.  Novel  forms  of  record  keeping 
are  devised,  and  presently  are  regarded  as  indispensable.  A  hospital  which 
begins  as  a  medical  boardinghouse  is  eventually  called  upon  to  participate 
in  health  education,  in  the  clinical  training  of  medical  students,  in  post¬ 
graduate  medical  teaching,  in  scientific  research.  A  sudden  windfall 
enables  the  hospital  to  add  a  new  or  larger  maternity  department,  an 
orthopedic  department,  a  “tonsils  clinic,”  a  children’s  health  center. 
Pressure  is  constant,  both  from  within  and  without,  and  the  hospital  must 
be  in  a  position  to  accommodate  itself  to  every  reasonable  demand.  An 
inflexible  plan,  such  as  the  following,  is  a  forerunner  of  trouble. 

For  a  hospital  of  over  400  beds  a  group  of  ten  buildings  was  planned. 
The  various  buildings  of  the  group  (ward  buildings,  dispensary,  labora¬ 
tory,  service  building,  nurses  home,  private  pavilion,  etc.)  were  indi¬ 
vidually  creditably  designed  and  the  grouping  was  a  happy  one.  For  a 
brief  period  after  their  completion  the  buildings  were  a  source  of  pride. 
There  stood  the  magnificent  pile,  a  perfect  whole !  Evidently  the  thought 
of  further  development  did  not  enter  the  architect’s  head.  But  no  hospital 
can  escape  its  future.  In  this  case  the  laboratory  work  grew  most  rapidly. 
A  generous  endowment  fund  was  offered  for  the  extension  of  the  work 
of  the  laboratory,  and  its  acceptance  necessitated  the  complete  destruc¬ 
tion  of  the  original  laboratory  building  and  the  erection  of  a  new  building 
in  an  awkward  location  on  a  neighboring  plot. 

As  a  further  example,  there  is  the  1,000  bed  hospital  made  up  of 
40  or  more  one-  and  two-story  buildings.  Space  remained  for  the  addition 
of  similar  buildings  at  will.  No  plan  could  be  more  flexible.  But  the  ward 
buildings  were  all  of  a  pattern,  regardless  of  the  diversity  of  the  clinical 
work.  There  was  no  connection  between  the  ward  buildings  aboveground. 
The  distances  to  be  traversed  out  of  doors  were  great.  At  one  time  the 
management  felt  called  upon  to  publish  statistics  to  prove  that  surgical 
patients  who  had  to  be  carried  outdoors  from  the  operating  rooms  to 
distant  surgical  wards  did  not  develop  postoperative  pneumonia  any 
oftener  than  did  patients  in  hospitals  possessing  closed  corridors.  The 
management  did  not  undertake  to  show  that  its  40  unit  hospital  could 
be  conveniently  or  economically  operated,  or  that  bedside  collaboration 
between  clinicians  working  in  different  departments  was  equal  to  that 
which  prevailed  in  hospitals  of  a  more  concentrated  character.  This 
particular  hospital  went  to  the  uttermost  limits  of  flexibility,  or  rather  of 
extensibility,  but  was  lacking  in  diversity  of  plan  and  in  unity. 

Health.  A  hospital  which  is  not  rich  in  health  values  is  a  failure. 
Health  values  do  not  reside  exclusively  in  smooth  walls,  smooth  floors, 
and  rounded  inner  corners.  They  are  many  and  varied,  including  certain 
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values  which  tend  directly  to  the  promotion  of  health,  such  as  the  proper 
orientation  of  wards,  the  sun  exposure  of  balconies,  grounds  or  flat  roofs 
accessible  to  patients,  effective  ventilation,  quiet  bedrooms  for  night 
nurses,  advantageously  placed  dormitories  and  recreation  rooms  for  the 
resident  staff,  proper  sleeping  quarters  for  other  resident  employees,  a 
cheerful  and  tonic  outlook;  and  also  features  which  tend  to  prevent 
disease  or  mitigate  suffering,  such  as  receiving  wards,  quiet  rooms,  isola¬ 
tion  wards,  sterilizing  equipment  of  many  kinds,  sanitary  construction, 
devices  for  noise  prevention,  restful  colorings. 

The  examples  of  failure  to  observe  this  principle  are  many.  I  cite 
but  a  few : 

To  a  group  of  city  hospital  buildings,  possessing  a  reasonable  measure 
of  unity,  diversity,  and  flexibility,  there  was  added  a  building  containing 
two  40  bed  wards  which  were  above  criticism  in  the  matter  of  sanitary 
finish,  but  to  which  not  a  single  quiet  room  or  side  ward  was  attached. 

As  part  of  a  notable  city  hospital,  a  U-shaped  ward  building  of  seven 
stories  was  planned.  The  long  axis  of  the  wing  was  east  and  west,  and 
each  wing  contained  a  30  bed  ward  on  each  floor.  The  building  was 
liberally  provided  with  balconies,  some  of  which  faced  the  south,  and 
others  the  north.  The  balconies  that  face  the  north  are  sunless  in  winter 
and  breezeless  in  summer;  those  that  face  the  south  are  used  about  ten 
times  as  often  as  the  others. 

The  plan  for  a  150  bed  hospital  for  chronic  cases,  in  which  a  certain 
benevolent  order  desires  to  care  for  its  members,  shows  65  beds  occupying 
rooms  facing  north.  The  architect  concedes  the  advantages  of  a  sunny 
room  for  a  chronic  invalid.  His  plan  should,  therefore,  be  modified. 

Two  five-story  ward  buildings  are  erected  along  the  building  line  of 
a  60  foot  street,  the  long  axis  of  the  ward  being  parallel  with  the  street. 
There  are  no  balconies  whatever.  The  erection  of  tall  buildings  on  the 
opposite  side  of  the  street  (which  the  hospital  does  not  control  or  seek  to 
control)  will  eventually  deprive  the  wards  of  all  direct  sunlight. 

Economy.  Economy  in  hospital  construction  includes  economy  in 
production  and  economy  in  use.  It  is  a  mistake  to  consider  building  cost 
apart  from  maintenance  cost.  Broadly  speaking,  economy  in  use  is  more 
important  than  economy  in  production.  No  satisfactory  substitute  has 
been  found  for  marble  in  the  partitions  in  toilet  and  bathroom  compart¬ 
ments.  A  metal  doorframe  may  be  cheaper  in  the  end  than  a  frame  of 
wood;  a  tile  or  terrazzo  floor,  cheaper  after  all  than  one  of  composition; 
a  white  metal  faucet,  cheaper  than  a  red  one;  a  copper  cornice,  cheaper 
than  one  of  galvanized  iron.  Durability  is  not  extravagance.  Extravagance 
in  hospital  construction  resides  in  more  exterior  decoration ;  in  the  use 
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for  interior  finish  of  costly  materials  which  are  not  especially  durable  or 
easy  to  care  for;  in  waste  of  space.  Such  extravagance  carries  with  it  the 
penalty  of  high  maintenance  costs. 

Generally  speaking,  a  concentrated  institution  is  cheapest  to  build 
and  to  operate,  but  extreme  concentration  and  simplicity  of  design  which 
disregard  the  diverse  demands  of  varied  functions  ultimately  defeat  their 
own  ends;  when  concentration  and  simplicity  are  carried  too  far,  the 
hospital  is  forced  either  to  live  in  a  strait  jacket  or  to  cast  off  its  original 
garment  and  acquire  a  new  and  more  appropriate  one. 

To  spend  without  the  assurance  of  proportionate  present  or  future 
gain  is  to  be  extravagant.  An  economical  hospital  is  one  in  which  every 
cubic  foot  of  construction  gives  the  maximum  service  attainable  under 
the  given  conditions. 
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National  and  local  traditions,  social  variations,  and  climatic  differ¬ 
ences  cannot  be  ignored  either  in  hospital  planning  or  hospital  adminis¬ 
tration.  While  each  country  can  profit  by  a  study  of  the  characteristics 
of  its  neighbors  and  perhaps  even  more  by  the  hospital  methods  which 
are  in  vogue  in  distant  parts  of  the  world,  it  would  be  a  mistake  to 
attempt  to  find  a  common  formula. 

However,  for  any  theory  of  the  economics  of  hospital  planning  a  unit 
of  value  is  the  first  requisite.  Such  a  measure  is  not  easily  defined.  The 
totality  of  the  service  which  hospitals  render  to  the  sick  is  the  real  measure 
of  their  value,  but  such  services  are  of  too  many  kinds  to  be  expressed  in 
a  single  mathematical  term.  The  service  of  the  hospital  is  not  confined  to 
the  occupants  of  hospital  beds;  it  is  widespread,  and  extends  to  all  those, 
in  or  out  of  the  hospital,  whose  health  and  welfare  are  affected  by  the 
hospital’s  teaching  and  practice.  To  trace  the  far-reaching  effects  of 
hospital  activities  is  to  perceive  that  hospital  planning  has  many  implica¬ 
tions,  that  it  is  a  complicated  art,  that  it  involves  grave  social  responsi¬ 
bilities,  and  that  the  usefulness  of  a  hospital  building  cannot  be  properly 
evaluated  without  much  study. 

Much  of  the  so-called  research  in  the  field  of  hospital  architecture  is 
being  undertaken  by  architects  and  engineers.  All  of  them  deserve  credit 
for  their  enterprise,  but  the  inevitable  tendency  of  investigations  con¬ 
ducted  under  engineering  auspices  is  to  produce  formulas.  Although  there 
is  a  fundamental  need  of  basic  standards  in  hospital  planning,  the  art  of 
hospital  planning  calls  for  the  utmost  flexibility  in  interpreting  so-called 
standards,  and  all  hospital  planning  must  be  directed  and  subject  to  the 
interpretation  of  men  actually  engaged  in  hospital  administration.  The 
combination  of  a  competent  architect  and  engineer  on  the  one  hand,  and 
a  thoughtful  and  resourceful  hospital  administrator  on  the  other,  is  ideal. 

If  hospital  costs  vary,  so  also  do  hospital  values.  Whereas  a  hospital 
planned  and  equipped  merely  for  the  shelter  of  the  sick,  for  the  adminis- 
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tration  of  simple  remedies,  and  for  the  performance  of  slight  laboratory 
tests  and  routine  surgical  procedures  may  be  built  at  relatively  small  cost, 
one  which  is  generously  equipped  for  research  and  for  teaching  requires 
a  much  greater  outlay.  While  almost  the  entire  usefulness  of  the  simplest 
type  of  hospital  is  reflected  in  its  statistical  report — so  many  patients,  so 
many  days  of  hospital  service  rendered,  so  many  complete  or  partial 
recoveries,  so  many  patients  unrelieved  (hospitals  do  not  use  the  word 
failure) — a  similar  statistical  report  dealing  with  the  activities  of  the 
research  or  teaching  hospital  tells  only  half  its  story,  for  besides  the  results 
just  enumerated,  the  research  and  teaching  hospital  contributes  values 
which  cannot  be  statistically  summarized.  I  refer  to  such  valuable  con¬ 
tributions  as  new  knowledge  of  the  causes  of  disease  and  effective  methods 
of  treatment,  or  the  education  of  undergraduate  and  graduate  medical 
students.  If  the  hospital  which  is  designed  for  research  and  teaching 
performs  its  functions  successfully,  can  one  assert,  even  though  its  cost  is 
high,  that  it  is  the  more  expensive  of  the  two  types,  that  it  costs  more  in 
proportion  to  the  service  that  it  renders? 

The  actual  cost  of  a  hospital  building  is  of  great  practical  importance 
to  the  building  committee.  But  in  a  theoretical  approach  to  hospital  plan¬ 
ning,  the  mere  cost  of  construction  cannot  be  accepted  as  the  ruling 
factor.  The  size  or  mass  of  a  correctly  planned  hospital  building  and  the 
character  of  its  equipment,  which  basically  determine  cost,  are  not 
deduced  from  the  treasurer’s  report  of  available  funds,  but  from  func¬ 
tional  needs.  A  logically  conceived  hospital  plan  is  not  one  in  which  a 
given  space  or  mass  is  arbitrarily  assumed  and  then  subdivided  to  the 
best  of  the  architect’s  ability,  but  one  in  which  the  requirements  of  the 
various  hospital  functions  are  first  studied  separately,  the  forms  and  space 
allowances  thus  ideally  conceived  for  individual  departments  being  after¬ 
ward  put  together  in  the  least  disadvantageous  combination  possible. 

Certain  questions  must  be  put  and  answered  in  approaching  the  sub¬ 
ject  of  hospital  planning.  What  are  the  proper  proportions  of  the  parts 
that  go  to  make  up  the  hospital  as  a  whole?  How  can  these  parts  be  so 
united — to  borrow  an  analogy  from  human  anatomy  and  physiology — as 
to  produce  as  much  gland  or  productive  tissue  and  as  little  connective  or 
unproductive  tissue  as  possible?  It  is  in  combining  hospital  departments 
into  a  well-proportioned,  smoothly  functioning,  and  not  unduly  expensive 
whole  that  the  hospital  planner  achieves  success  or  registers  failure.  He 
holds  in  his  hands  the  scales  of  justice;  his  mission  is  one  of  equity,  to  the 
fulfilment  of  which  a  penetrating  and  impartial  mind  is  indispensable. 

The  cost  of  hospital  building  depends  chiefly  on  its  mass  and  arrange¬ 
ment,  on  the  quantity  and  character  of  its  fixed  equipment,  and  on  the 
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materials  used  in  its  construction.  Mass,  arrangement,  and  equipment, 
in  an  intelligently  planned  hospital,  are  determined  by  administrative 
principles  and  are  especially  appropriate  subjects  for  consideration.  The 
materials  used  in  the  general  construction  of  a  hospital  also  affect  its 
cost,  but  this  is  a  phase  of  general  construction  or  of  domestic  economy 
rather  than  a  special  problem  of  hospital  economics. 

Given  a  hospital  of  a  certain  capacity,  what  is  its  proper  mass? 
Writers  have  attempted  to  show  that  for  each  hospital  bed  it  is  possible 
to  establish  a  normal  mass — so  many  cubic  feet  of  construction  for  each 
bed,  and  no  more.  Such  a  pronouncement  cannot  be  valid  because  of 
wide  variations  in  the  class  or  classes  of  patients  sheltered,  and  because 
of  the  range  of  service  performed  in  hospitals  organized  for  different  pur¬ 
poses  and  upon  different  lines.  Private  room  service  for  a  given  number 
of  patients  consumes  more  space  than  ward  service ;  and  one  hospital  may 
properly  have  many  private  patients,  another  few  or  none.  As  hospitals 
increase  in  size,  the  number  of  distinct  clinical  departments  grows,  and 

their  differentiation  calls  for  an  increase  in  the  ratio  of  service  space  to 

\ 

ward  space. 

Carefully  planned  general  hospitals  range  in  mass  from  8,000  to  16,000 
cubic  feet  of  construction  (occasionally  even  more)  for  each  patient’s  bed, 
and  the  higher  as  well  as  the  lower  of  these  limits  has  been  explained  and 
defended  on  grounds  of  administrative  policy. 

Considering  the  elements  of  which  a  hospital  building  is  composed, 
one  thinks  first  of  those  parts  which  are  occupied  by  patients :  the  various 
types  of  wards  and  rooms,  and  their  relative  numbers,  cost,  purpose,  and 
value.  The  relative  numbers  of  private,  semiprivate,  and  ward  patients 
influence  in  a  marked  degree  the  size  of  a  hospital  building  of  a  given  bed 
capacity.  While  beds  occupying  single  private  rooms  ordinarily  consume 
more  space  than  an  equal  number  of  ward  beds,  the  variations  encoun¬ 
tered  in  size  and  arrangement  of  wards  as  well  as  of  private  and  semi¬ 
private  rooms  are  such  that  the  situation  may  be  reversed  if  one  compares 
the  most  generously  planned  ward  with  the  most  economically  planned 
private  rooms. 

In  those  parts  of  the  United  States  where  hospital  planning  is  regu¬ 
lated  by  local  legislation,  the  minimum  cubic  space  allowance  for  patients 
in  public  wards  is  only  800  cubic  feet.  With  the  existing  tendency  toward 
low  ceilings,  that  is,  rooms  some  10  feet  high,  an  allowance  of  800  cubic 
feet  per  patient  corresponds  to  80  square  feet  of  floor  space  per  bed. 
Most  authors  usually  propose  the  more  liberal  standard  of  1,000  cubic 
feet.  A  private  room,  based  on  the  minimum  requirement  of  800  cubic 
feet,  would  measure  only  8  x  10  feet;  such  diminutive  rooms  are  ex- 
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tremely  rare,  9  feet  6  inches  x  13  feet,  10  x  14  feet,  10  x  15  feet,  and 
1 1  x  16  feet  being  more  common.  De  luxe  rooms  are,  of  course,  larger. 
These  measurements  do  not  include  the  private  or  individual  toilets  or 
baths  so  widely  used,  not  so  much  for  the  patient’s  comfort  as  to  facilitate 
the  nursing  service. 

Often  the  surprisingly  favorable  showing  of  a  strictly  private  hospital, 
made  up  entirely  of  single-bed  rooms,  is  due  to  its  restricted  incidental 
requirements;  for  while  such  a  hospital  requires  more  space  for  the  mere 
shelter  of  its  patients,  its  requirements  are  relatively  contracted  in  other 
respects.  Such  a  hospital,  for  example,  has  no  need  of  a  dispensary  or  of 
a  social  service  department;  its  laboratory  program,  since  it  excludes  re¬ 
search,  is  apt  to  be  a  limited  one ;  and  its  intern  and  resident  nursing  staffs 
are  relatively  small.  Thus  increased  space  requirements  in  the  patients’ 
rooms  are  counterbalanced  by  reduced  requirements  elsewhere. 

The  greatest  space  demands  are  made  by  hospitals  which  care  for  both 
private  and  ward  patients.  Such  hospitals  provide  space-consuming 
private  rooms  and  their  accessories,  as  well  as  all  of  the  liberal  features 
of  a  public  hospital  with  respect  to  scientific  investigation,  teaching,  con¬ 
valescent  care,  social  service,  and  follow-up  work. 

Of  two  possible  ward  plans,  that  which  presents  the  smaller  mass  will 
usually  be  the  cheaper  to  build  and  maintain,  but  it  does  not  follow  that 
the  plan  which  most  economizes  space  is  the  better  plan  in  a  functional 
sense.  If  it  is  assumed  that  80  square  feet  of  floor  space  (the  legal  mini¬ 
mum  in  parts  of  this  country)  is  sufficient  for  a  patient’s  bed  in  an  open 
ward  having  the  advantage  of  free  air  exposure  and  cross  ventilation, 
the  most  economical  plan  for  sheltering  30  such  patients  would  be  to 
place  them  in  a  single  room,  say  20  x  120  feet,  having  a  total  floor  area 
of  2,400  square  feet.  Wards  of  this  general  character,  usually  somewhat 
wider,  were  at  one  time  common;  but  it  is  now  generally  perceived  that 
the  environmental  needs  of  all  the  patients  in  a  large  ward  group  are  not 
constantly  the  same,  and  that  it  is  desirable  to  separate  certain  patients 
from  the  main  group  (moribund,  delirious,  infectious,  and  postoperative 
cases).  Modern  hospital  wards  are  frequently  split  into  a  number  of  sepa¬ 
rate  rooms,  such  as  larger  and  smaller  wards,  quiet  rooms,  and  so  on ;  each 
of  these  should  be  directly  accessible  from  a  common  corridor.  But  the 
greater  the  subdivision  of  the  ward,  the  greater  is  the  area  of  the  interior 
corridor,  every  part  of  which  must  be  added  to  the  minimum  ward  area 
of  2,400  square  feet.  Here  is  a  case  in  which  increased  cost  is  accompanied 
by  a  parallel  increase  in  ward  efficiency,  justifying  the  greater  outlay.  In 
the  United  States  today,  the  least  expensive  type  of  ward — the  large  open 
ward  of  25  to  30  beds — has  few  if  any  advocates. 
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Let  us  review  a  fair  example  of  modem  American  practice  in  ward 
planning.  An  architect  was  asked  to  submit  a  plan  for  a  double  ward  with 
a  capacity  of  50  patients  (25  men  and  25  women;  or  25  medical  and  25 
surgical  cases,  all  men  or  all  women).  The  plan  submitted  called  for  a 
building  275  feet  long,  with  loggias  extending  from  each  end.  An  8  foot 
corridor,  which  penetrated  the  building  from  end  to  end,  was  placed  off- 
center,  being  flanked  by  rooms  1 6  feet  wide  on  one  side,  and  1 2  feet  wide 
on  the  other.  A  number  of  larger  and  smaller  projecting  balconies  were 
directly  connected  with  the  wards.  A  side  service  corridor  was  placed  at 
the  center  of  the  stem ;  elevators,  ward  kitchen,  central  utility  room,  linen 
room,  nurses5  station,  treatment  room,  flower  room,  and  cleaning  closet 
opened  into  this  corridor.  The  ward  plan  was  composed  of  the  following 
units:  patients  section,  service  section,  means  of  circulation.  Table  III 
shows  how  the  space  was  apportioned  among  the  various  sections. 

It  is  an  elementary  principle  that  costly  service  features  must  not  be 
multiplied  so  freely  as  to  absorb  an  unduly  large  proportion  of  the  hos¬ 
pital’s  capital  investment,  and  yet  it  is  precisely  this  error  which  is  creeping 
more  and  more  into  American  hospital  planning.  Eagerness  to  excel  in 
the  richness  of  mechanical  equipment  has  led  more  than  one  well-inten¬ 
tioned  hospital  executive  to  sanction  reckless  expenditures  for  fixtures 
costly  to  install,  troublesome  to  maintain,  and  insufficiently  used  to  justify 
their  inclusion  in  the  hospital  plan. 

The  growth  of  the  outpatient  department  has  had  a  marked  effect  on 
the  total  cost  of  hospital  construction.  The  development  has  been  both 
quantitative  and  qualitative.  Hospitals  that  formerly  considered  outpatient 
departments  unnecessary  now  find  them  indispensable.  Those  that  for¬ 
merly  rendered  a  rather  careless  service  to  dispensary  patients  are  now  dis¬ 
posed  to  look  upon  this  service  in  a  more  serious  way  and  to  plan  for  it 
much  more  generously. 

A  comparable  expansion  has  taken  place  in  the  x-ray  department.  In 
place  of  the  single  machine  which  was  the  total  equipment  of  hospitals 
of  from  100  to  500  beds,  four,  six,  eight  or  more  separate  machines  are 
now  required  for  diagnostic  and  therapeutic  purposes.  Instead  of  depart¬ 
ments  adequately  housed  in  300  or  400  square  feet,  modern  departments 
occupy  from  3,000  to  10,000  square  feet.  Incidentally,  the  construction 
of  the  x-ray  department,  with  its  exacting  technical  requirements,  is  par¬ 
ticularly  costly. 

The  claims  of  the  biological,  chemical,  and  pathological  laboratories — - 
departments  which,  like  the  x-ray  department,  are  expensive  because  of 
their  elaborate  technical  arrangements — are  equally  pressing  and  signifi¬ 
cant.  All  of  the  clinical  departments  of  the  hospital  now  demand  labora- 
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TABLE  m 

Space  Apportionment  of  a  Ward  Floor 


Sections 


Size,  feet 


Patients,  ward  and  separation  rooms 

8  of  4  beds  . 22  x  16,  each 

4  of  2  beds . 11  x  16,  each 

2  of  2  beds . 14  x  12,  each 

6  of  1  bed . 12  x  12,  each 

Patients,  additional  accommodations 

2  loggias  . 12  x  20,  each 

6  balconies  .  6  x  144,  combined  area 

Men’s  day  and  dining  room . 12  x  16 

Women’s  day  and  dining  room . 12  x  16 

Visitors  waiting  room  . 10  x  16 

Men’s  bath  and  toilets  . 9  x  12 

Women’s  bath  and  toilets .  9  x  12 

2  individual  bath  and  toilet  rooms . 8  x  6,  each 

Telephone  booth  . 3  x  4 

Service 

Central  nurses’  station  (head  nurse,  medicine 

supply,  etc.)  . 12  x  12 

2  nurses’  substations  (charting  space,  supplies)  .  7x12,  each 

Central  utility  room  . 11  x  17 

Central  treatment  and  dressing  room . 11  x  17 

Ward  kitchen  (serving  both  wards)  . 24  x  17 

Linen  room  .  7  x  10 

Flower  room .  6  x  8 

Stretcher  and  wheel-chair  closet . 6  x  8 

Nurses’  toilet . 4  x  6 

Cleaning  closet  . 4  x  6 

Means  of  circulation 

Central  corridor . 8  x  275 

Service  corridor  . 10  x  48 

3  elevator  shafts . 8  x  11,  each 

2  stairways  . 10  x  12,  each 

Pipe  shafts,  ducts,  etc . 72  square  feet 


tory  support,  and  in  constantly  increasing  measure.  Blind  reliance  on 
laboratory  procedures  and  reports  may  be  affecting  clinical  judgment  in 
a  somewhat  dangerous  manner;  but  if  so,  it  argues  for  proper  application 
of  laboratory  findings  rather  than  for  curtailment  of  laboratory  activities. 

There  is  a  widespread  belief  that  physiotherapy  will  become  increas¬ 
ingly  useful,  and  prudent  planners  endeavor  to  locate  this  department 
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strategically,  with  an  eye  to  future  expansion.  The  creation  of  a  depart¬ 
ment  for  the  investigation  of  medical  physics  in  one  of  our  great  medical 
schools  is  an  event  of  significance  to  hospital  planning. 

Quietly  but  relentlessly,  surgeons  have  been  increasing  the  number 
of  their  operating  rooms.  In  place  of  the  single  pair  of  operating  rooms 
that  were  formerly  deemed  sufficient  for  a  hospital  of  200  beds,  hospital 
architects  must  meet  demands  for  five  or  six  such  rooms;  while  hospitals 
of  500  or  600  beds,  formerly  content  with  four  operating  rooms,  insist 
upon  a  dozen.  The  principal  reasons  for  this  expansion  are  the  increasing 
number  of  surgical  procedures,  the  expansion  of  surgery  into  new  fields, 
and  the  shortening  of  postoperative  convalescence.  The  hospital  employ¬ 
ing  a  full-time  surgical  staff  is  in  a  position  to  use  its  operating  rooms  far 
more  intensively  than  the  hospital  which  depends  upon  surgeons  with  an 
outside  practice;  however,  the  full-time  staff  is  a  rarity  in  our  hospitals. 
A  fairly  typical  instance  of  modern  operating  room  planning  is  that  of  a 
650  bed  hospital  that  has  set  aside,  as  a  surgical  center,  a  floor  area  of 
14,500  square  feet  in  which  there  are  distributed  13  operating  rooms  and 
their  associated  service  rooms.  This  space  does  not  include  the  rooms 
devoted  to  preparing  and  sterilizing  surgical  dressings,  to  which  an  addi¬ 
tional  space  of  2,500  square  feet  is  assigned. 

The  modern  American  hospital  constantly  uses  its  clinical  conference 
room;  and  with  the  introduction  of  formal  and  informal  postgraduate 
medical  education,  other  lecture  and  demonstration  rooms  are  required 
in  ordinary  hospitals  that  are  not  teaching  hospitals,  in  the  university 
sense.  Fortunately  for  medical  science,  the  cult  of  the  autopsy  has  taken 
strong  hold  in  many  communities,  and  pathological  material  is  exhibited 
not  only  to  the  hospital  staff,  but  to  invited  medical  guests,  for  whose 
accommodation  suitable  demonstration  rooms  must  be  provided. 

A  striking  example  of  the  manner  in  which  hospital  mass  grows  in  con¬ 
formity  with  changing  administrative  methods  and  ideals  is  afforded  by 
a  study  of  clinical  record  rooms.  Among  the  prized  possessions  of  a  New 
York  hospital  is  a  series  of  heavy  leather-bound  volumes  containing  the 
clinical  histories  of  the  hospital’s  earlier  years — authentic  records  of  the 
quaint  medical  practice  and  standards  of  our  forefathers.  For  each  clin¬ 
ical  history  in  the  1870’s,  twenty  or  thirty  sententious  lines  generally 
sufficed,  notwithstanding  the  fact  that  the  average  period  of  hospital  care 
at  that  time  was  about  double  what  it  is  today.  But  an  era  has  dawned  in 
which  clinical  observations  are  fortified  by  numerous  laboratory  tests,  and 
in  which  each  hospital  patient  is  an  object  of  interest  and  study  not  to  one 
clinician  but  to  a  group  of  clinicians,  so  that  the  records  of  individual 
patients  nowadays  assume  monumental  proportions.  In  the  central  record 
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room  of  a  moderate-sized  hospital  the  current  histories  alone  embrace 
many  thick  volumes,  but  so  active  is  the  practice  of  statistical  research  that 
clinical  histories  must  now  be  kept  in  a  handy  place  for  ten  or  fifteen  years 
after  the  original  records  are  made.  The  sorting,  filing,  and  handling  of 
these  records  necessitates  a  considerable  staff,  for  whom  working  space 
must  be  provided,  while  in  the  record  room  or  close  by,  space  must  be 
reserved  where  histories  may  be  assembled  by  members  of  the  staff  engaged 
in  their  collation. 

Conspicuous  among  the  forces  which  have  added  to  the  cost  of  hos¬ 
pital  construction  is  the  growth  of  the  department  of  nursing.  The  ratio 
of  nurses  to  patients  has  steadily  risen  and  the  character  of  nurses’  housing 
accommodation  has  undergone  radical  change.  Bedrooms  shared  by  two 
or  more  nurses  have  generally  given  way  to  single  rooms;  narrowly  re¬ 
stricted  living  quarters  and  scanty  recreational  facilities  have  been 
replaced  by  accommodations  of  a  far  more  spacious  character;  and  in 
place  of  almost  ludicrously  inadequate  teaching  facilities  current  practice 
prescribes  full-fledged  school  equipment,  including  classrooms,  labora¬ 
tories,  reference  libraries,  instructors’  offices,  assembly  and  demonstration 
rooms. 

General  hospitals  in  the  United  States  do  not,  as  a  rule,  admit  patients 
known  to  be  suffering  from  contagious  diseases.  In  larger  communities,  it 
is  customary  to  hospitalize  contagious  cases  in  special  hospitals  which  have 
no  other  function;  in  many  smaller  communities,  unfortunately,  patients 
of  this  class  are  omitted  from  the  local  hospital  program.  A  small  con¬ 
tagious  unit,  used  only  intermittently,  is  difficult  to  administer  and  rela¬ 
tively  costly  to  maintain;  naturally,  hospitals  whose  resources  are  limited 
are  not  eager  to  establish  such  units,  and  they  console  themselves  with  the 
thought  that  control  of  contagious  diseases,  and  hence  care  of  the  con¬ 
tagious  sick,  is  a  public  health  function  which  it  is  the  duty  of  government 
to  discharge.  In  some  localities  the  public  health  authorities  believe  that 
every  general  hospital  should  maintain  at  least  a  small  isolation  ward 
for  the  care  of  the  occasional  contagious  cases  that  cannot  be  pre¬ 
vented  from  cropping  up  and  that  should  not  be  transferred  to  a  cen¬ 
tral  contagious  disease  hospital.  The  beds  in  such  small  contagious  wards 
are  often  unoccupied  for  months  at  a  time,  yet  inclusion  of  this  space 
in  the  building  program  is  doubtless  justified. 

Another  type  of  special  ward  designed  for  temporary  occupancy, 
which  adds  to  the  cost  of  hospital  construction  without  increasing  the 
normal  census  of  the  hospital,  is  the  receiving,  emergency,  or  observation 
ward  (I  use  all  three  terms  because  often  the  same  ward  is  utilized  for 
three  distinct  purposes).  As  a  receiving  ward,  it  is  the  function  of  this 
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department  to  provide  a  place  where  the  symptoms  of  all  newly  admitted 
patients  can  be  studied  sufficiently  to  determine  the  proper  clinical  classi¬ 
fication.  As  an  emergency  ward,  its  function  is  to  offer  bed  space,  treat¬ 
ment  rooms,  and  the  necessary  personnel  to  ensure  immediate  attention 
in  every  sort  of  emergency — attention  which  is  not  always  obtainable 
promptly  in  wards  whose  medical  and  nursing  staff  are  occupied  with 
other  functions.  As  an  observation  and  detention  ward,  this  section  of  the 
hospital  plays  a  particularly  important  role  in  children’s  hospitals,  for  it 
provides  means  for  promptly  isolating  contagious  suspects  and  thus  pro¬ 
tecting  the  general  wards  from  contamination.  As  the  population  of  the 
adult  receiving  ward  is  a  transient  one  (its  guests  often  proceeding  on  the 
day  of  admission  to  other  parts  of  the  hospital),  conservative  hospital 
economists  do  not  reckon  its  beds  as  part  of  the  normal  capacity  of  the 
hospital.  It  is  generally  assumed  that  the  receiving  ward  of  a  general  hos¬ 
pital  should  have  a  capacity  equal  to  one  day’s  admissions;  for  example, 
a  500  bed  hospital  admitting  30  patients  daily  should  have  a  reception 
ward  containing  30  beds.  In  actual  practice,  the  capacity  of  the  receiving 
ward  is  likely  to  be  only  one-half  or  two-thirds  of  the  theoretically  desirable 
size.  For  a  children’s  hospital  the  observation  ward  should  be  considerably 
larger.  The  receiving  ward  requires  only  a  small  kitchen  and  no  dining 
room  or  solarium  for  convalescents;  on  the  other  hand,  it  demands  a 
liberal  space  allowance  for  history,  examination,  and  treatment  rooms. 

The  space  required  for  purely  administrative  purposes  is  far  from 
negligible,  and  social  workers  are  another  office  group  with  which  the  hos¬ 
pital  planner  must  reckon  seriously.  In  fact,  today  the  central  offices  of 
hospitals  resemble  the  busy  and  populous  offices  of  business  concerns. 
The  administrative  scheme  of  a  large  institution  often  requires  the  separa¬ 
tion  of  its  clerical  workers  into  groups  occupying  separate  offices,  which 
increases  the  allotment  for  office  space.  The  provision  of  locker  and  rest 
rooms  for  office  workers  is  customary  and  proper. 

The  comfort  of  visitors  merits  thoughtful  consideration,  and  in  current 
hospital  planning  receives  it.  The  prospective  patient  is  himself  a  visitor 
until  the  hospital  has  accepted  him  as  a  patient.  A  pleasant  reception 
room  may  create  confidence  and  put  the  patient  in  a  frame  of  mind  which 
will  lighten  the  tasks  of  the  hospital  staff  and  improve  the  patient’s 
chances  of  recovery.  For  accompanying  relatives,  whom  it  may  be  neces¬ 
sary  to  detain  for  some  hours,  suitable  waiting  rooms  are  also  needed — 
not  only  large  common  waiting  rooms,  but  private  consultation  rooms  as 
well. 

From  time  to  time,  attempts  have  been  made  to  establish  a  formula  for 
fixing  the  amount  of  kitchen  space  required  by  a  hospital  of  a  given 
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capacity.  It  has  been  suggested  that  a  space  about  80  feet  long  by  40  feet 
wide,  or  3,200  square  feet,  will  serve  about  1,000  persons.  This  estimate 
was  probably  based  on  a  study  of  the  kitchen  in  a  public  hospital,  in 
which  the  food  for  patients  and  employees  was  distributed  in  bulk  from 
the  central  kitchen.  When  the  preparation  of  individual  patients’  trays  is 
treated  as  a  function  of  the  central  kitchen,  a  notable  expansion  of  kitchen 
territory  takes  place,  and  this  may  or  may  not  be  partially  counterbalanced 
by  a  reduction  in  size,  or  even  by  the  complete  but  hardly  advisable 
omission  of  serving  pantries  adjoining  the  wards. 

In  striking  contrast  to  the  standard  suggested  above  is  the  case  of  a 
hospital  of  about  650  beds  which  has  chosen  to  arrange  its  kitchen  service 
in  separate  units — one  for  an  approximate  250  private  patients,  another 
for  the  combined  service  of  its  300  ward  patients  and  the  entire  hospital 
personnel  of  about  700.  A  special  diet  kitchen  for  calculated  diets  sup¬ 
ports  the  two  main  kitchens.  In  the  kitchen  for  private  patients  a  separate 
tray  is  set  up  for  each  private  patient — a  service  demanding  considerable 
space.  From  the  second  or  ward  kitchen  prepared  food  is  distributed  in 
bulk  both  to  the  public  wards  and  to  the  dining  room  for  nurses,  staff, 
and  miscellaneous  employees.  The  13,000  square  feet  of  space  allowed  for 
the  entire  kitchen  service,  which  do  not  seem  by  any  means  excessive, 
are  apportioned  as  follows:  4,000  square  feet  for  main  kitchen  (for 
1,000),  including  vegetable  preparation,  scullery,  and  dishwashing; 
3,600  square  feet  for  private  patients  kitchen  (for  250),  with  similar 
accessories  plus  space  for  the  setting  up  of  individual  trays;  900  square 
feet  for  special  diet  kitchen  for  a  small  but  variable  number  of  individually 
prepared  diets;  500  square  feet  for  dietitians’  offices;  and  4,000  square 
feet  for  food  receiving,  preparation,  grocery  storage,  refrigerators  and 
cold  rooms,  butcher  shop,  dairy  preparation  and  distributing  room,  serv¬ 
ing  all  three  kitchens. 

It  is  not  uncommon  practice,  in  the  case  of  very  large  hospitals,  to 
set  up  a  fourth  kitchen  in  the  nurses  home  for  the  exclusive  use  of  the 
nursing  force.  This  necessitates  an  additional  space  allowance  for  the 
total  kitchen  service  of  the  hospital,  since  the  greater  the  number  of 
kitchens  the  greater  the  duplication  of  accessory  service  rooms  and  the 
less  intensive  the  use  of  kitchen  space  and  essential  cooking  equipment. 

Improved  service  is  the  only  justification  for  a  multiplication  of 
kitchens.  There  is  much  to  be  said  on  this  point;  the  author  of  a  treatise 
published  some  years  ago  argued  that  in  a  typical  pavilion  hospital  the 
large  central  kitchen,  inevitably  remote  from  some  of  the  pavilions,  was 
unsuited  to  the  needs  of  the  sick  and  was  a  barbarous  institution.  Fie 
maintained  that  the  preparation  of  food  for  the  sick  was  an  individual 
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problem,  involving  many  physiological  and  psychological  considerations, 
and  he  entered  a  plea  for  maximum  decentralization  of  hospital  kitchen 
service,  with  a  view  to  providing  good,  freshly  prepared  food  in  individual 
portions.  This  line  of  argument,  whatever  the  force  of  its  logic,  will  not 
be  welcomed  by  hospital  economists,  since  it  implies  that  every  ward  is 
entitled  not  merely  to  a  service  pantry,  but  to  a  small  productive  kitchen 
and  a  competent  cook  of  its  own.  No  doubt  much  of  the  prevailing 
dissatisfaction  over  hospital  food  is  due  to  a  lack  of  sympathy  with  this 
fine  ideal;  but  it  is  my  belief  that  a  distinct  movement  toward  individual 
care  in  the  preparation  of  food  for  hospital  patients  is  inevitable. 

With  increased  hospital  personnel,  dining  rooms  bulk  ever  larger  in 
the  hospital  building  program.  The  location  of  hospitals  and  the  long 
hours  of  hospital  service  compel  most  hospitals  to  make  arrangements  for 
feeding  entirely  or  partially  all  or  nearly  all  of  their  workers.  The  general 
assumption  that  the  capital  outlay  and  current  expenditure  which  this 
service  demands  are  offset  by  a  reduction  in  wages  is  probably  true  of 
most  hospitals.  But  perhaps  most  hospital  administrators  are  too  ready 
to  assume  that  all  hospital  employees  must  be  fed  in  and  by  the  hospital. 
Willingness  to  experiment  with  modified  and  substitute  schemes  for 
special  groups  of  hospital  employees  might,  in  the  long  run,  lead  to  the 
elimination  of  at  least  part  of  this  service  and  to  a  corresponding  reduc¬ 
tion  in  the  cost  of  hospital  construction. 

A  hard  and  fast  rule  concerning  the  amount  of  laundry  equipment 
required  by  a  hospital  and  the  necessary  space  for  its  installation  is  as 
impossible  to  establish  as  a  space  formula  for  kitchen  service.  There  are 
wide  variations  in  laundry  service :  sheets  and  pillowcases  may  be  changed 
twice  as  often  in  one  hospital  as  in  another;  indeed,  any  one  institution 
caring  for  both  private  and  ward  patients  generally  has  a  double  stand¬ 
ard.  Occasionally,  a  hospital  whose  building  funds  are  limited  forgoes 
the  construction  and  equipment  of  its  own  laundry  and  contracts  for  this 
service  with  an  outside  commercial  establishment,  and  I  have  seen  this 
choice  made  in  the  belief  that  it  was  an  economical  one.  But  hospital 
superintendents  usually  find  the  service  of  a  commercial  laundry  not  suffi¬ 
ciently  dependable  or  flexible  to  satisfy  the  hospital’s  needs,  and  the  cost 
of  commercial  service  is  apt  to  be  greater,  since  the  commercial  laundry 
pays  taxes,  is  obliged  to  earn  interest  on  its  capital,  set  aside  a  deprecia¬ 
tion  fund,  pay  higher  wages,  and  earn  a  profit.  The  hospital  which  plans 
its  own  laundry  carefully  and  operates  it  vigilantly  is  likely  to  make  the 
more  satisfactory  showing. 

Inadequate  storeroom  space  for  all  departments  is  a  common  hospital 
complaint.  The  hospital  planner  should  consult  the  purchasing  depart- 
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merit  about  the  advantages  of  purchasing  merchandise  in  bulk  at  reduced 
prices.  Storage  space  cannot  be  had  for  nothing,  but  such  space  must  be 
paid  for  only  once,  whereas  the  purchase  and  consumption  of  costly 
supplies  goes  on  forever. 

With  rare  exceptions,  hospitals  are  obliged  to  have  their  own  heating 
plants.  Steam  is  commonly  employed  for  heating  purposes,  hot  water  rarely; 
yet  hot  water  is  known  to  furnish  the  pleasanter  form  of  heat,  and  the 
consensus  of  engineering  opinion  is  that  hot  water  plants,  while  a  little 
more  costly  to  install,  are  cheaper  to  operate  if  conscientiously  and  intelli¬ 
gently  regulated.  An  independent  power  plant  is  sometimes  omitted  in 
order  to  restrict  the  building  program,  despite  the  knowledge  that  in  the 
long  run  its  omission  will  add  to  the  cost  of  operation.  It  is  only  in  espe¬ 
cially  favored  localities  that  large  and  moderate-sized  hospitals  find  it 
profitable  to  buy  rather  than  produce  their  own  power;  for  small  hos¬ 
pitals  the  situation  is  different.  Power  plant  or  no  power  plant,  the 
hospital  must  employ  its  own  mechanics,  and  for  these  work  and  repair 
shops  are  indispensable. 

The  interior  communications  of  the  hospital  afford  a  fascinating  sub¬ 
ject  for  study.  Hygienic  values,  of  course,  come  first  in  hospital  planning. 
Unity,  diversity,  and  economy  are  all  affected  by,  and  to  a  great  extent 
dependent  on,  the  manner  in  which  interior  lines  of  communication  are 
developed  in  the  actual  planning  of  a  hospital  building.  Writers  who  argue 
about  the  relative  merits  of  horizontal  and  vertical  communication  be¬ 
tween  wards  are  not  really  so  much  interested  in  a  difference  in  directions 
as  in  the  elements  of  time  and  space,  that  is,  of  convenience  and  cost. 

With  respect  to  economy,  the  shorter  the  hospital  corridor,  the  better; 
but  if  corridors  are  reduced  to  the  vanishing  point,  the  penalty  may  be  a 
loss  of  other  desirable  qualities.  If  it  is  true  that  some  of  the  European 
hospitals  are  so  spread  out  that  their  work  is  hampered,  we,  in  contrast, 
are  too  eager  to  plan  hospitals  with  little  regard  for  anything  except 
concentration.  For  the  thoughtful  hospital  planner,  the  most  significant 
contrast  is  not  one  between  hospitals  with  vertical  and  horizontal  lines 
of  communication,  respectively,  but  between  hospitals  in  which  inter¬ 
dependent  departments  are  conveniently  and  those  in  which  they  are 
inconveniently  grouped — the  maintenance  of  sound  hygienic  conditions 
being  presupposed  in  any  case.  The  vice  of  overcrowding  is,  unfor¬ 
tunately,  not  limited  to  tenement  houses  and  office  buildings — though  I 
am  not  arguing  for  its  desirability  there,  either.  There  should  be,  in  any 
hospital,  just  as  much  corridor  space  as  may  be  necessary  for  purposes 
of  communication,  plus  such  additional  increment  as  may  be  required 
to  preserve  essential  hygienic  conditions. 
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In  tall  hospital  buildings,  stairways  are  not  much  used,  and  there¬ 
fore,  they  are  usually  limited  in  number  and  size  to  the  minimum  required 
by  the  local  building  and  fire  laws.  As  the  speed,  control,  and  general 
effectiveness  of  elevators  increase,  the  number  of  elevators  required  in 
large  hospitals  should  diminish.  If  this  actually  happens,  space  will  be 
gained;  but  it  does  not  follow  that  money  will  be  saved,  for  the  cost  of 
installing  each  elevator,  with  its  superior  equipment,  will  rise. 

One  may  safely  rely  on  natural  ventilation  of  some  sections  of  well- 
planned  hospitals,  but  in  most  hospitals  there  are  also  sections  where,  in 
the  absence  of  mechanical  aids  to  ventilation,  annoying  conditions  cannot 
be  avoided.  Ventilating  ducts  are  expensive,  especially  if  they  must  be 
flushed  by  electrically  driven  fans  rather  than  by  gravity,  and  the  skill 
of  hospital  architects  can  nowhere  be  applied  to  greater  purpose  than  in 
developing  hospital  plans  which  render  mechanical  ventilation  almost,  if 
not  quite,  superfluous.  In  this  field,  the  practical  knowledge  of  the  hospital 
administrator  should  be  joined  to  the  scientific  knowledge  of  the  ven¬ 
tilating  engineer.  Resident  hospital  engineers  seem  to  have  an  ingrained 
dislike  of  ventilating  apparatus ;  it  is  wise  not  to  rely  too  much  upon  such 
apparatus,  since  wherever  the  conditions  are  such  that  the  use  of  the 
ventilating  fan  is  optional,  the  chances  are  that  it  will  not  be  used  at  all. 
It  is  certainly  true  that  interior  spaces,  devoid  of  windows,  can  be  amply 
supplied  with  fresh  air  by  mechanical  means;  indeed,  by  the  use  of  air- 
conditioning  apparatus  such  spaces  can  be  made  comfortable  both  in 
summer  and  winter.  But  a  workroom  without  any  sunlight  is  unattrac¬ 
tive,  no  matter  how  thoroughly  it  may  be  ventilated,  and  it  is  better  to 
have  few  inside  rooms  and  therefore  use  little  space  for  ventilating  ducts 
than  to  use  a  great  network  of  space-consuming  ducts. 

Three  categories  of  concealed  spaces,  minor  in  area  but  important  in 
other  respects,  need  only  the  briefest  mention.  In  the  first  category  are 
pipe  spaces,  where  for  esthetic  reasons  all  manner  of  pipes,  such  as  brine 
lines,  hot  and  cold  water  pipes,  and  steam  supply  and  return  systems, 
are  hidden  from  view,  but  which,  nevertheless,  in  carefully  planned  build¬ 
ings,  are  made  accessible  for  necessary  repairs.  Most  of  these  spaces  are 
vertical  channels  between  interior  partitions.  Horizontal  spaces  between 
ceilings  and  floors  may  also  serve  as  pipe  spaces,  but  where  such  spaces 
are  introduced  in  considerable  volume,  it  is  usually  for  the  purpose  of 
obtaining  smoothly  finished  ceilings  without  projecting  beams,  or,  in  some 
instances,  for  soundproofing  between  stories — a  practical  aim  which  may 
prompt  the  hospital  architect  to  introduce  otherwise  useless  space  between 
vertical  partitions  as  well. 

One  more  factor  may  properly  be  included  with  the  elements  of  hos- 
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pital  construction  which  have  administrative  significance  and  which  mate¬ 
rially  influence  the  cost  of  building.  This  factor  is  the  deliberate  expendi¬ 
ture  of  money  to  meet  a  future  rather  than  a  present  need. 

Flexibility  is  a  recognized  characteristic  of  sound  hospital  planning. 
Occasionally  circumstances  may  favor  the  formulation  of  a  plan  permit¬ 
ting  expansion  of  any  part  of  the  hospital  at  need,  without  costly  rebuild¬ 
ing  of  original  structures;  but  this  is  not  always  possible,  however  obvious 
its  desirability.  In  this  connection,  I  cite  the  example  of  two  neighboring 
hospitals  now  under  construction.  Each  hospital  serves  a  rapidly  growing 
community,  yet  each  proposes  to  erect  at  the  moment  only  a  sufficient 
number  of  beds  to  meet  immediate  requirements.  The  architects  in  both 
instances  have  carefully  considered  the  question  of  a  future  increase,  not 
alone  in  the  number  of  ward  beds  but  also  in  the  various  service  depart¬ 
ments.  In  one  case,  the  character  of  the  site  as  well  as  other  conditions 
favored  a  plan  of  the  utmost  flexibility,  so  that  while  the  operating 
rooms,  kitchens,  x-ray  department,  laboratories,  and  administrative  and 
living  quarters  are  only  large  enough  to  meet  immediate  requirements, 
additions  to  any  or  all  of  these  sections  can  easily  be  made  in  the  future 
without  great  expense.  In  the  other  case,  the  architectural  problem  was 
a  far  more  difficult  one,  and  it  was  deemed  advisable  to  expand  at  the 
outset  the  more  important  service  departments  beyond  immediate  require¬ 
ments.  At  the  moment,  therefore,  this  hospital  is  spending  what  seems  to 
be  an  inordinately  large  sum  of  money  for  a  hospital  of  relatively  limited 
capacity;  but  it  has  placed  itself  in  a  position  to  adjust  easily  to  antici¬ 
pated  future  needs. 

As  far  as  the  patient  is  concerned,  satisfactory  hospital  treatment  is 
that  which  effects  a  cure.  However,  a  cure  obtained  by  unnecessarily 
burdensome  methods  is  not  acceptable  from  the  standpoint  of  hospital 
administration  or  of  medical  efficiency,  both  of  which  demand  a  cure  with 
the  least  possible  expenditure  of  labor  and  material.  How  can  hospital 
planning  accomplish  this? 

Certainly,  every  hospital  plan  should  conform  to  sound  hygienic 
principles;  a  book  on  hospital  planning  which  appeared  some  years  ago 
expressed  this  need  in  its  title :  Healthy  Hospitals.  There  are  illnesses  in 
which  treatment  is  chiefly  if  not  wholly  expectant,  the  chief  curative 
agents  being  rest,  food,  and  wholesome  surroundings;  two  of  these  the 
“healthy  hospital”  itself  provides,  without  the  active  intervention  of  the 
physician.  These  same  agents,  moreover,  are  powerful  allies  in  cases  in 
which  active  treatment  is  of  primary  importance.  Although  the  principles 
of  hygiene  are  everywhere  the  same,  their  application  calls  for  one  kind 
of  hospital  planning  in  temperate  climates  and  another  kind  in  the  tropics, 
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for  in  the  one  case  the  direct  rays  of  the  sun  are  a  blessing,  in  the  other  an 
evil  to  be  guarded  against.  The  advantages  of  sun  exposure  (in  the 
temperate  zone ) ,  of  ample  air  space,  and  of  free  ventilation,  are  generally 
conceded,  and  it  is  the  duty  of  the  hospital  planner  to  conserve  these  and 
all  other  values  which  contribute  to  the  health  and  welfare  of  hospital 
patients.  Quiet  surroundings,  solariums,  open-air  porches,  accessible  out¬ 
door  spaces  on  the  roof  or  on  the  ground,  and  a  suitable  number  of 
separation  or  quiet  rooms  are  favorable  factors;  a  study  of  actual  condi¬ 
tions  showed  that  1 5  per  cent  of  the  patients  ordinarily  found  in  a  general 
hospital  ward  required  separation  from  the  rest  of  the  patients,  either  for 
their  own  good  or  for  the  benefit  of  their  neighbors.  To  the  extent  that 
these  factors  hasten  recovery,  they  lighten  the  labor  of  the  physician,  and 
thus  contribute  to  medical  efficiency. 

It  goes  without  saying  that  there  must  be  appropriate  equipment  for 
the  diagnostic  and  therapeutic  purposes  of  the  physicians  in  charge,  and 
suitable  space  for  the  installation  of  such  equipment.  The  hospital  planner 
must  therefore  not  only  familiarize  himself  with  every  technical  require¬ 
ment  of  every  branch  of  the  service,  but  he  should  acquire  so  intimate  a 
knowledge  of  the  nature  and  value  of  technical  procedures  that  he  will  be 
able  to  apportion  and  to  arrange  space  and  equipment  most  advan¬ 
tageously. 

Actual  circumstances  of  hospital  work,  not  the  personal  preferences  of 
department  heads,  should  govern  the  location  of  clinical  departments  and 
other  hospital  divisions.  Motion  studies  which  would  lead  to  improved 
hospital  planning  would  accomplish  wonders  for  medical  efficiency.  The 
consultant  whose  services  are  in  constant  demand,  but  whose  hospital 
station  is  far  off,  cannot  collaborate  effectually.  The  frequency  of  the 
pathologist’s  participation  in  bedside  conferences  is  not  increased  by 
placing  the  laboratory  in  a  building  remote  from  the  wards.  Clinicians 
who  value  the  services  of  the  chief  radiologist  and  are  eager  to  confer  with 
him  in  their  wards  or  in  the  operating  room  are  not  always  ready  to  make 
concessions  to  the  x-ray  department  with  respect  to  desirable  and  con¬ 
venient  working  space.  The  patient  who  must  be  carried  to  and  from  a 
distant  operating  room,  x-ray  room,  or  laboratory,  is  not  often  benefited 
by  the  journey.  The  sterility  of  a  surgical  instrument  is  not  enhanced  by 
its  prolonged  exposure  to  contamination  after  it  is  taken  from  the  sterilizer. 

It  is  of  the  utmost  importance  that  examining  rooms  should  be  suffi¬ 
cient  in  number,  convenient  in  location,  and  suitable  in  arrangement. 
Everybody  knows  better,  but  how  often  is  the  folly  committed  of  locating 
the  medical  departments  of  dispensaries  in  proximity  to  noisy  streets,  thus 
interfering  with  the  accuracy  and  reliability  of  clinical  examinations.  One 


244 


PLANNING 


of  the  greatest  clinicians  of  our  day  taught  physical  diagnosis  in  a  huge, 
barnlike  room  in  which  a  dozen  patients  and  a  score  of  doctors  and  nurses 
were  assembled  at  the  same  time ;  we  may  admire  the  extraordinary  power 
that  enabled  a  genius  to  distinguish  faint  heart  and  lung  sounds  under 
such  conditions,  but  those  who  plan  clinics  today  must  endeavor  to  pro¬ 
vide  better  conditions  for  ordinary  men. 

Working  and  living  conditions  in  the  hospital  should  be  such  as  to 
maintain  the  health  and  vigor  of  the  staff.  The  promise  of  a  decent  rest 
room  near  the  operating  room  is  a  boon  to  the  surgeon  who  for  years  has 
been  compelled  to  work  without  that  reasonable  comfort.  Facilities  for 
the  recreation  of  the  resident  or  house  staff  have  a  bearing  on  medical 
efficiency  which  it  is  unwise  for  the  hospital  architect  to  ignore.  X-ray 
departments  and  laboratories  in  many  hospitals  are  still  waiting  to  be 
rescued  from  insalubrious  quarters. 

These,  in  brief,  are  aspects  of  hospital  planning  which  play  a  con¬ 
spicuous  part  in  enhancing  or  diminishing  medical  efficiency.  There  can 
be  little  difference  of  opinion  with  regard  to  these  factors.  But  there  is 
another,  not  so  generally  accepted,  way  in  which  hospital  planning  can 
contribute  to  medical  efficiency,  and  it  is  perhaps  the  most  important  of 
all.  I  refer  to  the  grouping  of  clinical  departments  within  the  same  struc¬ 
ture,  or  in  closely  connected  structures,  in  such  a  manner  as  to  promise 
the  fullest  and  freest  use  of  medical  talent,  and  the  easiest  and  readiest 
utilization  of  resources  of  various  complementary  branches  of  medicine. 

In  a  general  hospital  of  500  or  600  classified  beds,  a  sufficient  number 
of  beds  can  be  provided  for  each  of  the  various  medical  and  surgical 
specialties  so  that  each  specialist  is  given  the  volume  of  clinical  material 
needed  for  group  study,  for  related  laboratory  research,  and  for  special¬ 
ized  training.  I  believe  that  medicine  can  be  practiced  most  effectually  in 
a  general  hospital.  Such  a  hospital  should  not  be  too  small  to  accom¬ 
modate  the  various  specialties,  but  not  so  large  as  to  use  up  the  time  and 
strength  of  the  specialist,  either  in  an  unwieldy  clinical  service  or  in 
administrative  problems.  There  should  be  no  awkward  physical  separa¬ 
tion  of  clinical  departments  from  each  other,  since  such  separation  pre¬ 
vents  their  intimate  co-operation. 

The  following  are  the  principal  elements  which  determine  the  size, 
mass,  and  cost  of  a  hospital  building  and  which  reflect  principles  and 
practice  that  are  of  administrative  significance.  ( 1 )  Proportion  of  private, 
semiprivate,  and  ward  beds.  (2)  Space  allowance  for  each  bed  or  patient. 
(3)  Actual  and  relative  number  and  size  of  accessory  spaces  included  in 
ward  or  nursing  unit  (toilets;  baths;  ward  kitchen;  nurses5  station;  utility 
and  storage  rooms;  examining,  treatment,  and  consulting  rooms;  ward 
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laboratory;  patients  dining  room;  solariums;  balconies;  rooms  for  visi¬ 
tors),  and  width,  length,  and  enclosure  (or  exposure)  of  connecting  space 
or  corridors. 

(4)  Amount  of  space,  aside  from  ward  unit  and  nurses’  station, 
assigned  to  diagnosis  and  therapy,  clinical  recording,  and  medical  teach¬ 
ing.  This  includes  outpatient  department;  pharmacy;  operating  rooms; 
biological,  chemical,  and  pathological  laboratories;  rooms  for  roentgenol¬ 
ogy,  physiotherapy,  dentistry,  metabolism,  cardiography,  clinical  photog¬ 
raphy,  clinical  records,  medical  library,  lectures,  and  demonstrations. 

(5)  Facilities  for  the  school  of  nursing.  (6)  Housing  of  hospital  per¬ 
sonnel  (other  than  nurses),  including  executive  officers,  medical  staff, 
and  domestic  and  other  employees.  ( 7 )  Provision  of  ward  beds  which  do 
not  add  to  the  normal  census  of  the  hospital  (receiving  and  emergency 
ward  occupied  temporarily,  and  emergency  contagious  units  used  inter¬ 
mittently).  (8)  Administrative  offices.  (9)  Public  waiting  and  reception 
rooms. 

(10)  Culinary  service  (kitchens;  accessory  spaces  for  storage,  prepara¬ 
tion,  and  distribution;  dining  rooms  for  hospital  personnel,  and  occa¬ 
sionally  for  visitors) .  ( 11 )  Laundry,  linen,  and  sewing  rooms.  ( 12 )  Cen¬ 
tral  storerooms.  (19)  Power  and  heating  plant.  (14)  Mechanical  work¬ 
shops  and  repair  shops.  (15)  Spaces  devoted  to  interior  communication 
and  circulation,  including  corridors,  stairways,  and  elevator  shafts.  ( 16 ) 
Ventilating  ducts.  (77)  Spaces  between  floors  and  ceilings,  or  between  the 
interior  partitions,  added  to  afford  access  to  pipes,  or  for  esthetic  or 
soundproofing  purposes.  (18)  Expansion  of  various  service  departments 
beyond  the  immediate  requirements  of  the  existing  hospital,  to  facilitate 
the  hospital’s  growth  in  bed  capacity  without  troublesome  reconstruction 
of  key  buildings. 

It  is  from  the  intimate  study  of  these  elements,  their  function,  propor¬ 
tions,  and  relations,  that  hospital  planning  must  derive  its  rules  of  prac¬ 
tice.  To  express  the  absolute  and  relative  value  of  each  part  of  a  hospital 
structure  in  terms  of  service  to  the  patient  is  a  task  which,  so  far  as  I  am 
aware,  no  hospital  economist  has  thus  far  attempted  in  mathematical 
form,  although  the  literature  abounds  in  practical  suggestions  for  the 
formulation  of  hospital  building  programs.  The  difficulty  of  the  suggested 
task  is  intensified  by  the  fact  that,  while  certain  parts  of  the  hospital  are 
directly  connected  with  the  patient’s  comfort  or  contribute  to  the  patient’s 
treatment  in  ways  that  may  be  readily  defined,  other  parts  of  the  hospital 
building  bear  only  a  remote  relationship  to  the  patient  which  can  be 
established  only  by  following  tortuous  lines  of  service  to  their  origins  and 
endings.  But  without  a  reliable  scale  of  service  values,  we  can  hardly 
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undertake  to  formulate  rules  to  which  the  hospital  architect  can  turn  with 
confidence  as  he  approaches  the  task  of  apportioning  hospital  funds  to 
the  best  advantage. 

Hospital  planning  can  contribute  substantially  to  medical  efficiency 
by  respecting  the  principles  of  hygiene  in  the  arrangement  of  wards,  by 
bringing  interdependent  departments  into  close  physical  relationship,  by 
making  adequate  provision  for  serviceable  technical  equipment,  and  by 
establishing  sound  working  and  living  conditions  for  both  the  resident 
and  the  nonresident  medical  staffs.  The  greatest  single  contribution  is  to 
foster  the  development  of  general  hospitals  composed  of  all  the  clinical 
and  laboratory  departments  that  are  logically  related  to  each  other  in 
modern  clinical  practice. 

The  most  effective  co-operation  of  interdependent  clinical  depart¬ 
ments  is  attained  in  general  hospitals  of  moderate  size.  A  comprehensive 
clinical  organization  is  almost  impossible  in  a  small  hospital,  nor  can  such 
an  organization  attain  maximum  efficiency  when  it  is  composed  of  clin¬ 
ical  departments  each  so  large  that  the  energies  of  the  staff  are  completely 
absorbed  in  internal  departmental  functions  to  the  detriment  of  those 
interdepartmental  activities  which  alone  can  supply  the  deficiencies  and 
correct  the  eccentricities  of  unrestrained  specialism. 
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In  the  most  unreasonable  manner  possible  (though  without  the  slightest 
intention  of  being  unreasonable)  hospital  boards  are  wont  to  call  upon 
architects  to  design  hospital  buildings  without  first  supplying  the  elements 
of  a  program.  How  can  anybody  plan  an  adequate  hospital  building  with¬ 
out  previously  acquiring  an  exact  knowledge  of  the  institution’s  needs  or 
policies,  and  of  all  of  the  working  methods  which  are  peculiar  to  it?  What 
are  the  elements  which  enter  into  the  preparation  of  a  real  hospital 
program? 

Capacity .  This  is  the  first  point  which  the  building  committee  is 
called  upon  to  determine.  Often,  an  initial  figure  is  arbitrarily  proposed 
which  bears  no  real  relation  to  actual  needs.  In  other  instances,  the  start¬ 
ing  point  is  a  given  sum  of  money ;  when  the  size  of  the  available  building 
fund  is  known,  a  rough  estimate  is  obtained  of  the  “cost  of  construction 
per  bed”  (an  alluring  but  often  a  misleading  term)  and  the  size  of  the 
hospital  to  be  built  is  thus  determined.  It  is  true  that  one  is  often  com¬ 
pelled  to  cut  one’s  garment  according  to  the  cloth,  but  in  planning  a 
hospital  it  is  a  poor  rule.  Even  if  the  amount  of  money  available  is  insuffi¬ 
cient  to  build  immediately  the  hospital  that  the  community  needs,  an 
ideal  program  may  wisely  be  formulated,  in  the  hope  that  it  will  be  real¬ 
ized  step  by  step.  It  may  even  happen  that  a  clear  and  irrefutable  state¬ 
ment  of  needs  will  enlist  support  previously  lacking. 

The  first  element  to  be  considered  in  determining  the  size  of  a  hospital 
is  the  population  to  be  served.  Number,  character,  and  rate  of  growth  call 
for  separate  attention.  Relevant  questions  are  the  economic  resources  of 
the  community,  prevailing  occupations  that  involve  special  health  hazards, 
the  manner  in  which  families  and  individuals  without  family  ties  are 
housed,  hospital  facilities  already  available  in  the  neighborhood,  the  sick¬ 
ness  rate  of  the  community,  the  presence  of  groups  possessing  special  char¬ 
acteristics  or  customs  (a  racial  group  may  be  noted  for  its  unusually  large 
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birth  rate  or  for  its  habitual  employment  of  midwives  instead  of  doctors), 
and  institutional  preferences  or  prejudices  associated  with  various  racial 
characteristics  or  religious  beliefs. 

What  is  the  best  size  for  a  hospital?  Many  reasons  have  been  given 
for  preferring  a  general  hospital  of  from  500  to  600  beds;  but  without 
forgetting  the  principles  involved  in  the  most  efficient  organization  of  a 
complete  general  hospital,  we  must  admit  that  a  small  community  or 
even  a  larger  community,  in  special  circumstances,  may  be  justified  in 
planning  upon  a  different  scale.  It  is  of  the  utmost  importance  that  the 
building  committee  formulate  its  problem  and  state  the  reasons  that 
justify  its  chosen  programs. 

Bed  Classification.  To  determine  the  total  number  of  beds  is  only  the 
first  step.  How  should  they  be  classified?  What  proportion  of  the  total  num¬ 
ber  of  patients  to  be  cared  for  are  likely  to  be  in  a  position  to  meet  the 
cost  of  private  rooms?  What  will  be  the  net  cost  of  maintaining  a  private 
patient  in  a  large  room  with  bath,  in  a  moderate-sized  room  with  private 
toilet,  in  a  smaller  private  room  of  the  utmost  simplicity,  or  in  a  par¬ 
titioned  cubicle?  Are  rates  equivalent  to  the  estimated  costs  customarily 
paid  by  private  patients  in  the  same  community?  If  such  rates  are  not 
paid,  is  it  reasonable  to  assume  that  the  hospital  will  be  called  upon  to 
rent  its  private  rooms  at  less  than  actual  cost,  and  in  that  case  what 
resources  will  then  be  available  to  balance  the  budget?  How  many  patients 
will  seek,  or  should  be  persuaded  to  accept,  semiprivate  accommodations? 
Shall  semiprivate  wards  contain  2,  3,  or  4  beds  each?  Do  the  incomes  of 
a  considerable  part  of  the  community’s  population  fluctuate?  Should  the 
hospital  plan,  therefore,  be  so  flexible  in  character  that  the  lines  sepa¬ 
rating  public  from  semiprivate  wards,  and  semiprivate  from  private  room 
service,  may  be  readily  shifted?  What  is  the  largest  acceptable  size  for  a 
public  ward?  In  this  connection,  cost  of  construction,  cost  of  maintenance, 
and  the  prevailing  local  standard  should  be  considered.  What  day  rooms, 
dining  rooms,  separation  rooms,  solariums,  roof  gardens  should  be  pro¬ 
vided  for  the  patients?  Which  of  these  ward  accessories  can  be  used  in 
common  by  patients  of  different  social  classes  or  of  opposite  sexes  and 
which  must  be  duplicated?  Is  it  possible  to  plan  so  that  optional  ward 
appendages  may  be  discarded  without  redesigning  the  entire  structure, 
if  the  financial  position  of  the  hospital  should  eventually  require  the 
sacrifice? 

What  is  the  contemplated  scheme  of  clinical  organization?  Besides  the 
basic  departments  of  medicine,  surgery,  obstetrics,  and  pediatrics — essen¬ 
tial  elements  in  a  general  hospital — what  clinical  branches  are  to  be  recog¬ 
nized?  In  this  connection,  consideration  must  be  given  to  the  diseases  of 
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women;  diseases  of  the  eye,  ear,  nose,  and  throat;  venereal  diseases; 
urology;  orthopedics;  dermatology;  tuberculosis;  metabolic  diseases;  and 
neurology  and  psychiatry.  Is  it  desirable  to  prepare  for  future  clinical 
classifications  not  commonly  recognized  at  the  moment?  Will  the  medical 
and  surgical  specialties,  so-called,  be  organized  as  independent  depart¬ 
ments,  or  will  they  function  as  minor  subdivisions  of  the  major  depart¬ 
ments  of  medicine  and  surgery?  Will  children  belonging  to  the  specialties 
be  housed  with  or  near  adult  patients  of  similar  classification,  or  will  all 
children  be  placed  together  in  an  independent  department  or  institute, 
physically  divorced  from  the  adult  service?  And,  finally,  what  is  to  be 
done  about  contagious  diseases?  This  is  a  question  that  must  be  answered 
with  due  regard  to  local  sanitary  regulations  as  well  as  from  the  stand¬ 
point  of  hospital  and  community  needs. 

A  multistoried  hospital  building  in  which  each  floor  is  occupied  by  a 
single  clinical  division  and  is  physically  divorced  from  all  other  sections 
of  the  hospital,  is  almost  as  inflexible  in  its  interior  arrangement  as  a 
pavilion  hospital  in  which  the  pavilions  are  separated  by  considerable  dis¬ 
tances.  If  from  50  to  70  per  cent  of  the  beds  in  a  public  general  hospital 
are  arranged  with  a  view  to  their  definite  assignment  to  a  given  clinical 
service,  while  from  30  to  50  per  cent  are  so  placed  that  they  may  easily 
be  absorbed  by  services  which  happen  to  be  under  pressure  at  a  given 
time,  the  practical  requirements  of  hospital  administration  will  be  fully 
satisfied;  and  this,  happily,  can  be  accomplished  without  resorting  to 
costly  single-room  hospitals  for  general  public  use. 

Although  nothing  seems  more  obvious  than  the  fact  that  a  hospital 
bed  should  be  accessible  from  all  sides,  hospitals  have  been  planned  and 
built  without  this  consideration  in  mind.  Accessibility  facilitates  clinical 
examination  and  treatment,  nursing  care  and  bedmaking,  transfer  and 
stretcher  manipulation.  In  clinical  planning,  nurses  sometimes  have  a 
livelier  appreciation  than  some  hospital  superintendents  and  hospital 
architects  of  what  can  contribute  to  convenience  and  comfort.  How  can  a 
patient  lying  in  a  corner  bunk  be  freely  and  thoroughly  inspected,  pal¬ 
pated,  percussed,  and  explored,  except  by  first  pulling  the  bed  out  of  its 
normal  position  into  the  middle  of  the  room,  or  by  compelling  the  patient 
to  perform  gymnastic  feats  which  are  beyond  his  strength  and  ability? 
Will  a  physician  take  the  trouble  to  drag  the  bed  away  from  the  wall 
whenever  he  wishes  to  make  an  examination?  Can  he  expect  the  nurse 
to  do  it?  In  any  hospital  where  some  of  the  beds  stand  free  and  others  are 
placed  along  the  wall,  with  only  one  side  of  the  bed  accessible,  the  clinical 
notes  for  the  more  accessible  patients  are  generally  richer  and  more 
voluminous.  The  indictment  of  the  comer  bunk  or  the  bed  placed 
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lengthwise  against  the  wall  is  unanswerable,  as  far  as  hospital  service  is 
concerned. 

Expansion.  If  the  program  is  one  for  expanding  an  old  hospital,  to 
what  extent  can  the  existing  buildings  be  adapted  to  the  larger  program? 
Are  these  buildings  reasonably  safe  as  fire  risks?  While  no  useful  structure 
should  be  hastily  discarded,  the  retention  of  a  small  building  of  slight 
value  in  a  location  where  it  will  prevent  for  all  time  the  most  advan¬ 
tageous  utilization  of  a  hospital  site  for  an  important  group  of  buildings 
should  not  be  thoughtlessly  agreed  to. 

The  immediate  building  program  and  the  future  expansion  of  the 
hospital  should  be  considered  separately.  Clinical  expansion  may  be  antici¬ 
pated  in  two  directions.  In  the  case  of  a  general  hospital  in  which  the 
various  clinical  specialties  are  at  the  outset  either  unrepresented  or  incom¬ 
pletely  represented,  the  subsequent  introduction  of  additional  clinical 
departments  may  be  taken  for  granted,  while  in  the  case  of  a  hospital  that 
is  completely  organized  at  the  outset  the  probable  rate  of  growth  of  each 
of  the  different  clinical  divisions  must  be  considered. 

The  expansion  of  therapeutic  departments  and  of  the  administrative 
organization  of  the  hospital  should  not  be  overlooked,  nor  possible  changes 
in  function.  Is  the  hospital  likely  from  time  to  time  to  undertake  new, 
space-demanding  activities,  such  as  preventive  medicine  or  popular  health 
education?  Are  separate  convalescent  wards  desired,  or  is  there  to  be  an 
affiliation  with  a  branch  hospital  for  the  treatment  of  convalescents?  Will 
such  an  affiliation  increase  the  demands  on  the  main  hospital  and  thus 
its  daily  or  monthly  patient  output,  necessitating  additions  to  the  staff 
and  the  extension  of  resident  staff  quarters  and  increased  treatment 
facilities? 

Site.  The  characteristics  of  a  site  appropriate  to  the  immediate  and 
future  building  program  should  be  defined  before  a  selection  is  made.  The 
volume  and  character  of  the  work  to  be  done  and  the  determination  of 
the  type  of  building  or  buildings  best  suited  to  this  work  will  point  the 
way  to  the  proper  size  of  the  site.  The  residential  distribution  of  the 
population  to  be  served  should  influence  the  choice  of  location.  As  for 
actual  construction,  the  size,  shape,  and  contour  of  the  plot,  and  the 
character  of  the  soil  as  related  to  the  foundations,  are  to  be  reckoned 
with.  Sometimes  an  irregular  site  facilitates  the  development  of  a  con¬ 
venient  plan.  A  site  occupying  the  crest  of  a  hill  and  sloping  both  to  north 
and  south  affords  tremendous  advantages;  and  there  are  other  irregular 
forms  that  are  peculiarly  advantageous,  especially  in  the  case  of  moderate 
or  large-sized  hospitals.  Broad  definitions  in  regard  to  sites  are  dangerous, 
and  are  apt  to  be  misleading;  whether  a  site  is  suitable  should  be  decided 
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only  after  considering  its  availability  for  the  given  program,  and  the 
study  should  be  made  by  someone  who  is  really  qualified  to  do  so.  Water 
supply  and  drainage  will  be  considered  as  a  matter  of  course.  Accessibility 
is  an  item  of  some  importance.  In  crowded  cities,  in  which  acreage  is 
scarce,  hospitals  should  make  every  effort  to  obtain  sites  adjoining  public 
parks.  Two  or  three  acres  accessibly  located  immediately  overlooking  a 
large  park  may  be  more  valuable  for  community  hospital  purposes  than 
twenty  acres  in  a  distant  locality  (always  assuming  that  space  can  be 
reserved  or  acquired  for  future  expansion).  Sky,  trees,  grass,  and  flowers 
are  sources  of  pleasure,  inspiration,  and  mental  and  bodily  health,  and 
are  worthy  of  a  place  in  every  hospital  program.  Depressing  surroundings 
should  be  avoided,  and  undesirable  encroachments  guarded  against. 

One  might  venture  the  opinion  that  a  site  on  a  busy  thoroughfare, 
suitable  for  stores,  is  not  appropriate  for  a  hospital.  But  it  is  no  longer 
the  presence  or  absence  of  crowds  of  pedestrians  which  determines  the 
desirability  or  nondesirability  of  a  block  for  hospital  purposes,  but  rather 
the  number  of  motor  vehicles  which  use  the  adjoining  street.  It  is  becom¬ 
ing  increasingly  difficult  in  large  cities  to  find  residential  streets  or  boule¬ 
vards  which  are  not  jammed  with  motor  vehicles.  Under  these  conditions, 
it  is  difficult  to  select  even  residential  neighborhoods,  or  to  find  sites  of 
small  dimensions  which  are  quite  satisfactory  for  hospital  purposes. 
Traffic  noises  are  with  us  to  stay.  They  are  certain  to  become  increasingly 
important  in  relation  to  the  comfort  of  hospital  patients,  and  spacious 
grounds  within  which  the  hospital  may  retire,  so  to  speak,  are  more  de¬ 
sirable  today  than  ever  before. 

Convalescents.  If  part  of  the  hospital  is  to  be  occupied  largely  by  con¬ 
valescents,  it  would  seem  highly  desirable  that  this  building  be  designed  to 
make  it  easy  to  get  out-of-bed  patients  (and  even  some  of  the  bedridden 
ones)  out  of  doors  during  as  many  hours  and  as  many  days  during  the 
year  as  possible.  If  the  multistoried  building  is  cleverly  planned,  this  might 
be  accomplished  by  the  use  of  open  terraces  and  covered  or  half-covered 
sun  porches.  But  it  is  better  to  get  out-of-bed  patients  away  from  the  wards 
during  part  of  the  day,  and  this  can  best  be  achieved  by  making  the 
adjacent  grounds  as  accessible  as  possible.  In  such  a  case,  separate  units 
of  three  or  four  stories  are  to  be  preferred  to  skyscraper  construction.  It  is 
laborious  to  get  a  considerable  number  of  patients  out  of  doors,  or  even 
to  a  roof  garden,  by  means  of  an  elevator,  and  its  sharp  limitations  are 
known  to  hospital  administrators  who  are  forced  to  rely  on  elevators  for 
this  purpose.  If  possible,  the  patients  should  be  so  classified  as  to  favor 
the  use  of  lower  floors  (with  terraces)  for  the  ambulatory  group. 

Balconies,  roof  wards,  and  solariums  comprise  a  group  of  facilities 
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important  for  effective  medical  care,  and  the  building  committee  must 
decide  upon  their  number,  size,  exposure,  screening,  and  their  equipment 
for  possible  use  as  emergency  or  overflow  wards. 

Teaching.  The  teaching  hospital  has  special  needs.  Lecture  rooms  and 
library  must  be  featured,  outpatient  department  expanded  and  modified 
to  fill  the  needs  of  student  assistants,  living  accommodations  for  residents 
proportionately  increased,  and  locker  room,  toilet  accommodations,  lunch¬ 
rooms  (and  perhaps  a  separate  entrance)  for  medical  students  provided. 
Private  consulting  offices  may  be  required  for  members  of  the  staff  whose 
time  is  pledged  chiefly  to  the  teaching  service  of  the  hospital  but  who  are 
granted  the  privilege  of  private  intramural  consultations.  Physical  and 
administrative  relations  between  the  hospital  and  the  laboratories  of  the 
medical  school  demand  consideration.  A  clearly  defined  method  of  pro¬ 
cedure  acceptable  to  the  staff,  not  an  outmoded  precedent,  must  be  the 
architect’s  guide  in  determining  the  need  and  size  of  amphitheaters,  class¬ 
rooms,  and  demonstration  rooms. 

Operating  Rooms.  Their  number  should  be  calculated  with  relation 
to  the  total  number  and  kinds  of  surgical  cases  to  be  treated  and  with 
due  regard  to  the  organization  and  working  methods  of  the  staff.  In  a 
staff  or  “closed”  hospital,  the  number  of  operating  rooms  required  is 
relatively  smaller  than  in  an  “open”  hospital  where  the  working  habits 
and  convenience  of  a  larger  number  of  visiting  surgeons  must  be  con¬ 
sidered.  The  special  needs  of  the  eye,  ear,  nose,  and  throat,  the  ortho¬ 
pedic,  and  the  urologic  departments  call  for  consideration,  but  it  is 
uneconomical  and  may  be  unnecessary  in  a  relatively  small  hospital  to 
assign  to  each  group  operating  rooms  for  exclusive  but  only  occasional  use. 
Large  surgical  amphitheaters  went  out  of  fashion  in  this  country  many 
years  ago.  Many  hospitals,  however,  have  installed  small  spectators  gal¬ 
leries  in  operating  rooms,  for  the  use  of  students  or  medical  visitors. 

There  may  be  honest  differences  of  opinion  as  to  the  location  of 
operating  suites  in  a  hospital.  Convenience  of  access  is  important; 
privacy  is  essential — the  operating  rooms  must  be  in  a  terminal  section 
of  the  hospital  through  which  there  is  no  general  traffic.  Cleanliness  is 
indispensable.  On  these  points  there  is  no  dispute.  Maximum  daylight 
was  once  regarded  as  essential,  and  operating  rooms  were  quite  regularly 
built  with  skylights,  with  enormous  north  windows,  or  with  both.  The 
hot  sun  made  skylights  inconvenient  and  uncomfortable.  Vertical  north 
windows  in  the  operating  room  then  became  the  rule,  the  larger  the 
better;  but  such  light  changes  in  intensity  with  the  season  and  time  of 
day,  and  its  direction  is  not  favorable  to  the  penetration  of  deep  abdom¬ 
inal  wounds. 
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Actually,  it  has  been  found  that  in  a  suite  of  operating  rooms  planned 
with  the  utmost  care  for  use  under  natural  lighting,  fully  three-fourths  of 
all  of  the  major  operations  performed  in  midseason  (October)  were 
done  under  artificial  light.  Most  experienced  medical  administrators  now 
regard  daylight  as  of  negligible  importance  in  operating  rooms  and  seek 
the  best  available  means  of  artificial  lighting.  If  this  position  is  sound,  it 
makes  little  difference  whether  an  operating  room  is  placed  on  the  top, 
the  bottom,  or  a  middle  floor  of  a  hospital  building.  Indifference  to  loca¬ 
tion  is  increased  when  the  climatic  and  technical  conditions  are  such  as 
to  make  air  conditioning  indispensable  for  cleanliness  and  comfort. 
Atmospheric  conditions  in  operating  rooms  during  the  summer  are  often 
extremely  trying  to  surgeons  and  their  assistants,  and  are  depressing,  and 
perhaps  often  dangerous,  to  patients  of  lowered  vitality  who  are  called 
upon  to  withstand  the  strain  of  prolonged  major  operations.  A  reasonable 
claim  can  be  advanced  by  the  surgical  staff  for  the  installation  of  an  air- 
conditioning  system  in  the  operating  room.  Air  conditioning  also  has  a 
certain  value  during  the  winter  months. 

The  architect  will  need  guidance  in  planning  operating  room  acces¬ 
sories.  An  emergency  lighting  system  is  indispensable.  How  large  should 
the  dressing  and  locker  room  for  the  visiting  staff  be?  Is  a  lounging  room 
necessary?  Is  the  house  staff  to  have  a  separate  dressing  room?  Where 
are  the  surgical  supplies  to  be  prepared  and  sterilized,  and  how  much 
space  will  be  needed  for  this  purpose?  Will  patients  be  anesthetized  in 
separate  rooms  or  in  the  operating  rooms?  What  safeguards  are  necessary 
against  gas  explosions?  Is  a  central  recovery  ward  desired?  Is  natural 
ventilation  practicable?  What  benefits  can  be  derived  from  air  condition¬ 
ing?  What  are  the  most  desirable  width,  length,  and  height  of  an  operat¬ 
ing  room?  Material  and  color  of  finish  must  be  considered.  Will  portable 
observation  stands  for  spectators  suffice,  or  are  built-in  galleries  called 
for?  In  locating  and  designing  scrub-up  sinks,  utility  rooms,  and  fixed 
equipment  generally,  the  requirements  of  both  convenience  and  asepsis 
should  be  remembered. 

Laboratory .  Before  planning  the  laboratory,  the  fullest  information 
possible  should  be  gotten  from  those  who  will  be  in  actual  charge  of  the 
laboratory  work.  All  of  the  laboratory  work  of  a  small  hospital  can  be  done 
in  a  single  room,  but  in  that  case  the  equipment  of  the  room  will  be  most 
varied.  In  larger  hospitals,  separate  rooms  are  usually  wanted  for  (1) 
pathology  and  histology,  (2)  bacteriology  and  immunology,  (3)  bio¬ 
chemistry,  (4)  routine  clinical  pathology,  and  (5)  hematology.  The 
manner  in  which  the  house  staff  and  the  medical  students,  if  there  are 
any,  are  to  participate  in  the  laboratory  work  of  the  hospital  should  be 
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defined.  Laboratory  facilities  of  a  modest  kind  may  be  demanded  in 
connection  with  each  ward.  The  hospital  should  define  its  policy  in  rela¬ 
tion  to  scientific  research.  If  laboratory  investigations  are  to  be  intensive, 
rooms  and  equipment  must  be  provided  for  this  work  apart  from  those 
intended  for  routine  work.  The  location  of  the  major  laboratories  in  a 
position  accessible  to  inpatient  and  outpatient  departments  has  certain 
advantages,  but  this  location  may  not  be  a  good  one  for  the  morgue  and 
autopsy  room.  Ambulatory  and  other  patients  may  be  brought  to  the 
laboratory  for  investigation,  and  suitable  accommodations  must  be  pro¬ 
vided  for  them  in  this  department. 

Radiology.  Plans  for  this  department,  embracing  roentgenography, 
fluoroscopy,  and  radiotherapy,  call  for  careful  study,  to  which  the  roent¬ 
genologist  should  contribute.  The  staff  should  decide  whether  all  x-ray 
examinations  and  treatments  are  to  be  carried  out  in  a  central  department, 
or  whether  fluoroscopic  tests  and  certain  combined  x-ray  and  clinical 
examinations  and  treatments  are  to  be  done  elsewhere.  How,  for  example, 
is  the  x-ray  work  that  is  associated  with  urology  to  be  handled?  A  room  in 
the  x-ray  department  where  roentgenography  can  be  done  in  conjunction 
with  the  surgical  treatment  of  fractures  and  the  examination  of  foreign 
body  cases  will  probably  be  demanded.  The  use  of  a  portable  x-ray  unit 
in  the  wards  should  be  considered.  The  x-ray  service  of  a  large  hospital 
is  a  voluminous  affair,  and  due  consideration  must  be  given  to  office 
requirements,  waiting  room  needs,  dressing  and  rest  rooms,  equipment 
for  examination  of  films,  and  the  functioning  of  the  all-important  de¬ 
veloping  room. 

Other  Diagnostic  and  Therapeutic  Divisions.  These  are  a  cardiographic 
laboratory  (with  small  darkroom  attached,  and  with  or  without  its 
special  system  of  ward  wiring) ;  the  metabolism  laboratory,  which  for 
convenience  is  often  associated  with  the  chemical  laboratory;  a  de¬ 
partment  for  radium  treatment;  a  physiotherapy  department,  including 
facilities  for  hydrotherapy,  thermotherapy,  and  mechanotherapy,  and  a 
department  of  occupational  therapy.  The  extent  and  character  of  the 
proposed  dental  service  require  definition.  The  satisfactory  recording  of 
certain  clinical  phenomena  demands  the  use  of  photography. 

Receiving  or  Observation  Wards.  Although  difficult  to  classify  clin¬ 
ically  owing  to  the  miscellaneous  character  of  the  service  demanded  of 
them,  yet  they  facilitate  greatly  the  proper  classification  and  handling 
of  newly  admitted  patients.  What  shall  be  their  capacity?  To  answer  this 
question  intelligently,  the  hospital’s  probable  admission  rate  and  its 
method  of  handling  newly  admitted  patients  must  be  known.  Shall  the 
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children’s  detention  ward  be  part  of  the  general  department  for  new 
admissions,  or  can  it  be  more  advantageously  correlated  with  the  pediatric 
service?  What  facilities  are  required,  in  the  central  admitting  department 
or  elsewhere,  for  the  detention  and  observation  of  mentally  disturbed 
patients?  Is  it  desirable  to  combine  with,  or  append  to,  the  receiving  ward 
space  for  overnight  care  of  tonsil  and  adenoid  cases? 

There  can  be  no  question  about  the  feasibility  of  caring  for  infectious 
diseases  in  general  hospitals.  I  should  like  to  call  attention  to  what  I  be¬ 
lieve  to  be  an  inadequacy  if  not  an  error  in  statistical  summaries  of  hos¬ 
pital  facilities  in  the  United  States,  which  fail  to  bring  out  adequately  the 
volume  of  this  kind  of  work  being  done  in  general  hospitals.  One  reason 
for  the  lack  of  increase  in  the  number  of  contagious  hospitals  is  that  there 
has  been  a  great  increase  of  beds  for  infectious  diseases  in  general  hospitals. 

Is  the  hospital  locality  one  in  which  accidents  are  many  or  few?  Will 
a  single  emergency  treatment  room  suffice?  An  emergency  treatment 
room  or  rooms  and  the  ambulance  entrance  should  be  close  to  the  receiv¬ 
ing  wards.  What  are  the  most  desirable  relations  between  this  section 
and  the  major  operating  rooms  and  the  x-ray  department?  How  near 
are  rooms  for  the  resident  staff  members  who  are  subject  to  night  emer¬ 
gency  calls? 

Outpatients.  The  outpatient  department  of  the  general  hospital  is  an 
attempt  on  the  part  of  hospital  administration  to  place  at  the  disposal  of 
the  masses  an  ambulatory  medical  service  so  organized  that  the  specialist 
can  practice  his  art  in  wholesome  association  with  others  and  not  in  an 
atmosphere  that  affords  no  corrective  for  unbalanced  thinking.  In  other 
words,  the  typical  outpatient  department  is  organized  and  equipped  for 
group  practice;  it  is  as  many-sided  as  modern  medicine  is  many-sided; 
its  equipment  for  diagnosis  and  treatment  is  flexible  and  is  arranged  to 
facilitate  consultations;  it  is  prepared  not  only  to  deal  effectively  with 
minor  ailments  but  to  undertake  the  complete  investigation  of  such  com¬ 
plicated  illnesses  as  may  be  properly  studied  without  confining  the  patient 
in  bed.  Experience  demonstrates  even  more  conclusively  that  the  proper 
utilization  of  the  outpatient  department  or  polyclinic  goes  a  long  way 
toward  avoiding  unnecessary  hospitalization.  It  reduces  the  cost  of  hos¬ 
pital  maintenance  by  diminishing  the  number  of  days  of  hospital  care, 
and  it  lessens  the  wage  earner’s  period  of  enforced  idleness. 

If,  as  many  careful  observers  believe,  future  progress  in  medicine  is 
most  likely  to  occur  at  the  expense  of  surgery,  if  it  is  to  stress  health  habits 
and  the  prevention  of  disease  by  improved  nutrition  and  by  recognizing 
the  influence  of  the  mind  on  disease,  the  relative  importance  of  the  out- 
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patient  department  in  the  hospital  scheme  is  destined  to  increase.  Time 
and  thought  devoted  to  the  planning  and  organization  of  this  division  of 
the  hospital  will  not  be  wasted. 

The  plan  for  an  outpatient  department  may  be  a  liberal  one,  includ¬ 
ing  separate  accommodations  for  the  departments  of  medicine,  pediatrics, 
obstetrics,  neurology,  mental  hygiene,  dermatology  and  syphilis,  surgery, 
diseases  of  the  eye,  ear,  nose,  and  throat,  gynecology,  orthopedics,  gas¬ 
troenterology,  dentistry,  infant  hygiene,  and  adult  hygiene.  A  more  mod¬ 
est  program  requiring  groups  of  departments  to  use  the  same  rooms  at 
different  hours  may  be  chosen.  In  estimating  outpatient  capacity,  it  must 
be  remembered  that  the  capacity  of  a  department  may  be  doubled  by 
holding  two  daily  sessions  instead  of  one.  The  use  of  an  outpatient  depart¬ 
ment  for  teaching  purposes  markedly  affects  the  character  of  the  plan. 
Other  factors  to  be  considered  in  outpatient  planning  are :  central  or 
common  record  room  versus  individual  departmental  record  keeping; 
how  patients  are  to  be  received  and  their  histories  taken;  whether  or  not 
a  classifying  examination  is  to  be  made  before  the  patient  is  assigned  to 
a  special  clinic;  a  flexible,  central  waiting  room  versus  individual  depart¬ 
mental  waiting  rooms ;  unrestricted  medical  attendance  versus  a  regulated 
appointment  system;  use  of  the  outpatient  department  as  a  clinic  for 
paying  patients  or  for  follow-up  work  in  connection  with  the  hospital’s 
ward  service;  whether  outpatient  social  service  work  is  to  be  done  in 
central  offices,  in  the  various  clinics,  or  in  both;  advisability  of  providing 
a  lunchroom  for  waiting  patients;  location  of  temporary  detention  rooms 
for  contagious  suspects  and  the  exit  therefrom ;  relation  of  the  outpatient 
department  to  the  receiving  and  emergency  wards;  recovery  and  rest 
rooms  in  the  surgical  departments;  productive  or  time-saving  value  of 
duplicate  dressing  cubicles  in  connection  with  single  examining  rooms; 
utilization  of  laboratory  and  therapeutic  facilities  of  the  hospital  proper 
versus  separate  outpatient  department  equipment;  departmental  labora¬ 
tories  for  individual  clinics;  elevator  service;  ventilation  (natural  and 
forced) ;  choice  of  location  for  individual  departments  (daylight  is  more 
important  for  some  than  for  others,  and  quiet  is  not  equally  essential 
for  all) ;  choice  of  material  for  the  interior  finish  as  an  aid  to  cleanliness 
and  ease  of  maintenance. 

Records.  Location,  size,  and  equipment  of  the  clinical  record  room  de¬ 
pend  in  part  on  the  proposed  method  of  administration.  Among  the  essen¬ 
tial  requirements  of  the  record  room  are  accessibility  and  quiet.  In  some 
hospitals,  the  clinical  records  of  both  inpatient  and  outpatient  depart¬ 
ments  are  assembled  at  a  single  center.  It  is  wise  to  provide  enough  space 
in  the  record  room  for  accumulating  the  records  of  at  least  ten  years,  but 
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as  records  may  be  valuable  for  medicolegal  or  scientific  purposes  for  a 
much  longer  period,  additional  fireproof  storage  space  for  older  records 
is  indispensable.  The  modern  record  room  is  not  merely  a  storage  or 
filing  place,  but  a  statistical  research  center.  It  should  therefore  include 
ample  space  for  private  examination  of  its  accumulated  material  by 
independent  groups  of  investigators. 

Library  and  Conference  Room .  The  complete  hospital  includes  a 
medical  library.  In  hospitals  of  moderate  size  it  seems  desirable  to  locate 
this  near  the  clinical  record  room,  so  that  the  same  person  or  persons  can 
supervise  both  the  library  and  the  clinical  record  room.  In  teaching  hos¬ 
pitals,  the  size  and  location  of  the  library  should  be  adjusted  to  the  re¬ 
quirements  of  undergraduate  students. 

If  a  clinical  conference  room  is  needed,  what  size  should  it  be  and 
should  it  be  accessible  to  nonstaff  visitors?  The  location  of  the  staff’s 
registration  room  and  the  location  and  number  of  staff  sitting,  lounging, 
and  locker  rooms,  and  consulting  offices  must  be  considered. 

Business  Center.  Certain  data  are  essential  in  planning  the  adminis¬ 
trative  or  business  center  of  the  hospital.  These  are  number  and  functions 
of  the  hospital’s  executive  officers;  number  of  officials  connected  with  the 
school  for  nurses;  number  of  heads  of  other  administrative  departments; 
number  of  employees  in  the  accounting  department ;  method  of  receiving, 
registering,  and  admitting  patients  (all  patients  may  be  received  at  a 
single  entrance,  or  a  separate  entrance  may  be  provided  for  private 
patients  or  for  children) ;  numerical  strength  and  methods  of  the 
social  service  organization.  The  telephone  system  calls  for  careful  con¬ 
sideration  :  location  of  the  telephone  “central,”  booths  for  public  use, 
and  the  interior  and  exterior  telephone  service  for  officials,  staff,  and 
employees  must  all  be  carefully  planned ;  other  systems  of  communication 
and  signaling  which  might  advantageously  be  employed  must  also  be 
considered. 

Nurses  Home.  Among  the  factors  to  be  considered  in  this  connection 
are:  total  capacity;  correlation  of  teaching  facilities  with  teaching 
program,  number  and  size  of  classrooms,  capacity  of  the  assembly  hall, 
classification  of  laboratories,  arrangement  of  demonstration  rooms,  and 
number  of  instructors’  offices;  library,  reception,  and  living  rooms;  stu¬ 
dents’  bedrooms — their  size,  ventilation,  closets,  and  lavatories;  special 
quarters  for  night  nurses ;  bathing  and  toilet  facilities ;  location  and  access 
to  special  quarters  for  ward  attendants  or  nurses’  aides;  balconies  and 
sleeping  porches;  nurses  infirmary;  recreation  room;  gymnasium;  servants 
quarters;  linen,  trunk,  and  storage  rooms;  nurses  kitchenettes  and  hand 
laundry;  tennis  court;  swimming  pool;  connection  between  the  nurses 
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home  and  the  hospital.  In  smaller  hospitals,  the  nurses’  meals  are  usually 
served  from  the  central  hospital  kitchen;  larger  hospitals  often  prefer  a 
separate  kitchen  for  the  nurses  home,  as  well  as  separate  dining  rooms  for 
students,  graduates,  officers,  and  special  nurses.  A  locker  and  dressing 
room  for  nonresident  nurses  should  be  provided  in  the  nurses  home  or 
elsewhere. 

In  planning  the  nurses  home  and  school  of  nursing  it  is  extremely 
profitable  to  consult  not  only  the  superintendent  of  the  hospital  and  the 
director  of  the  nursing  service,  but  also  the  instructors  who  are  actually 
engaged  in  classroom  teaching.  The  residence  tends  to  grow  faster  than 
other  units  of  the  hospital  family  because  a  given  number  of  patients  may 
call  for  a  certain  number  of  nurses  today  and  a  larger  number  tomorrow. 
Provision  should  therefore  be  made  for  a  disproportionate  expansion,  al¬ 
lowing  for  relatively  greater  growth  of  the  nursing  department  as  com¬ 
pared  with  that  of  the  hospital  as  a  whole.  It  is  equally  important  that  the 
school  be  provided  with  even  greater  opportunity  for  expansion,  since 
failure  to  do  so  must  cramp  the  school  in  the  future. 

Staff  Quarters.  Living  rooms  apart  from  those  in  the  nurses  home 
are  required  for  the  superintendent  (frequently  the  superintendent  is 
provided  with  a  cottage  on  or  off  the  hospital  grounds),  for  executive 
assistants,  and  for  the  resident  medical  staff.  Accommodations  may  be 
needed  for  interns  of  both  sexes.  The  fact  that  many  of  the  best  medical 
schools  in  the  country  have  opened  their  doors  to  women  students  is  the 
clearest  possible  indication  that  women  will  play  a  large  part  in  the  future 
activities  of  hospitals.  In  view  of  the  unmistakable  trend,  it  would  be  a 
mistake  for  any  hospital  to  plan  interns  quarters  for  future  use  in  such  a 
way  as  to  impede  the  admission  of  women  interns.  Special  rooms  or  suites 
for  senior  residents  are  to  be  considered.  Recreation  space  for  the  resident 
staff  is  desirable.  A  staff  house,  like  the  nurses  home,  is  no  longer  unusual. 
Separation  of  staff  quarters  from  the  hospital  proper,  if  the  distance  is 
not  excessive,  may  add  to  the  comfort  of  both  patients  and  staff.  Local 
custom  and  local  circumstances  will  determine  how  large  a  percentage 
of  the  domestic  and  other  miscellaneous  workers  shall  be  lodged  in  hos¬ 
pital  buildings.  The  question  of  locker  and  lounging  rooms  for  nonresident 
workers  is  complementary  to  the  question  of  dormitories. 

Kitchen.  No  attempt  should  be  made  to  plan  the  kitchen  and  its  acces¬ 
sory  serving  rooms  without  previous  agreement  on  a  scheme  for  serving 
food.  It  is  essential  to  know  not  only  the  number  of  persons  to  be  fed  but 
also  whether  the  food  for  the  wards  and  private  patients  is  to  be  sent  in 
bulk  or  on  individual  trays;  whether  a  common  kitchen  or  separate 
kitchens  are  wanted  for  private  and  ward  patients,  as  well  as  for  the 
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hospital  and  the  nurses  home,  respectively;  whether  there  is  to  be  a 
special  diet  kitchen  for  “feeding”  cases;  what  work  is  to  be  done  in  the 
ward  pantries;  whether  pupil  nurses  and  pupil  dietitians  are  to  be  in¬ 
structed  in  the  main  kitchen,  the  hospital  diet  kitchen,  or  in  a  special 
dietetics  laboratory. 

Storing  and  handling  of  perishable  and  nonperishable  food  supplies 
must  be  carefully  considered.  The  location  of  the  dietitians’  offices  is 
important.  The  capacity  of  the  various  dining  rooms  must  be  studied, 
and  the  question  of  waitress  service  versus  self-service  considered;  fre¬ 
quently,  an  interchangeable  plan  will  be  thought  best.  In  large  hospitals, 
it  is  desirable  that  the  medical,  administrative,  nursing,  and  domestic 
service  groups  be  provided  convenient  and  separate  access  to  their  several 
dining  rooms. 

Laundry .  This  should  be  planned  with  relation  to  the  volume  and  kind 
of  work  to  be  done  and  located  in  a  manner  convenient  for  service,  but 
not  where  the  operating  of  its  machines  will  annoy  patients  either  by 
vibration  or  by  noise.  The  most  modern  laborsaving  devices  should  be 
installed.  Future  growth  will  naturally  receive  consideration.  The  archi¬ 
tect  should  know  whether  the  hospital  proposes  to  reclaim  used  surgical 
dressing  gauze;  how  much  space  is  wanted  and  where  for  sewing  and 
mending,  linen  storage,  and  distribution  of  laundered  goods.  Collection 
of  soiled  linen  and  use  of  linen  chutes  must  be  considered,  and  sufficient 
space  provided  for  storing  laundry  trucks.  Sanitary  conveniences  for  the 
laundry  help  should  not  be  far  off. 

Whether  the  clothing  of  ward  patients  is  to  be  cared  for  in  rooms 
adjoining  the  wards  or  in  a  central  room  is  a  matter  of  hospital  policy. 
Prior  to  storage,  patients’  clothes  may  require  steam  sterilization  or  fumi¬ 
gation;  after  storage,  cleaning  and  pressing. 

Fixed  Equipment.  The  hospital  must  determine  the  exact  nature  of  the 
miscellaneous  fixed  equipment  required  for  nursing  or  other  purposes  in 
connection  with  each  ward  unit,  remembering  that  while  the  ward  is  the 
focal  point  of  the  hospital  service,  not  all  wards  are  alike  in  their  require¬ 
ments.  The  best  results  will  be  obtained  when  the  numerous  details  of 
ward  management  and  service  are  systematically  reviewed  in  conference 
with  the  hospital  superintendent  and  the  superintendent  of  nurses. 

Power  and  Heat.  Questions  to  be  considered  are  :  Should  the  hospital 
produce  its  own  light  and  power?  What  provision  should  be  made  for 
breakdown  or  emergency  service?  Can  the  boiler  equipment  originally 
installed  be  expanded  without  costly  removal  or  reconstruction?  What 
type  of  boiler  is  most  economical  for  the  required  service,  and  is  coal  or 
oil  to  be  used?  How  accessible  are  reliable  sources  of  fuel  supply?  How 


26o 


PLANNING 


extensive  should  the  fuel  storage  facilities  be?  What  is  the  least  objection¬ 
able  location  for  the  smokestack?  How  much  space  should  be  allotted  for 
various  workshops  which  the  engineer  will  be  expected  to  supervise?  What 
is  the  most  suitable  type  of  refrigeration  apparatus?  What  is  the  daily 
refrigeration  demand  for  (a)  beverage  and  clinical  purposes,  ( b )  cooling 
of  boxes  and  cold  storage  rooms,  (c)  production  of  ice? 

Shall  the  heating  system  be  hot  water  or  steam?  Is  the  city  water 
supply  ample  or  must  it  be  supplemented?  Is  water  filtration  necessary? 
Is  treatment  of  the  general  water  supply  desirable  on  account  of  peculiar 
local  conditions?  Is  a  sewage  disposal  plant  required?  What  are  the  legal 
and  what  the  practical  requirements  in  the  matter  of  fire  stairs,  fire 
escapes,  fire  apparatus,  and  signal  systems?  Is  the  garbage  to  be  carted 
away  or  to  be  incinerated  on  the  premises?  Is  a  central  incinerator  suf¬ 
ficient,  or  are  local  incinerators  desirable  for  certain  departments? 

Ventilation.  This  problem  must  be  separately  worked  out  for  each 
hospital  and  for  each  part  of  the  hospital,  but  an  agreement  should  first 
be  reached  on  the  hygienic  principles  of  air  supply  and  air  treatment.  In 
some  instances,  legal  requirements  will  govern  ventilation,  but  the  hos¬ 
pital’s  own  standards  are  likely  to  be  as  high  or  higher  than  the  minimum 
demands  of  the  law.  It  is  a  good  plan  to  avoid  mechanical  ventilation 
when  natural  ventilation  will  serve.  An  ideal,  hospital  window  should  have 
a  durable  frame,  be  simply  constructed,  permit  various  degrees  of  open¬ 
ing  (up  to  ioo  per  cent  for  ventilation  in  summer),  be  weather- tight, 
permit  some  direct  ventilation  without  creating  disagreeable  drafts,  permit 
cleaning  from  the  inside  (reversibility),  have  a  minimum  number  of 
subdivisions  or  sections  (thus  affording  maximum  transparency),  and 
permit  ready  insertion  of  screens.  The  window  should  not  interfere  with 
convenient  operation  of  awnings,  shades,  or  curtains,  and  should  not 
extend,  when  open,  so  far  into  the  room  as  to  interfere  with  free  use  of  the 
room  space. 

Flooring.  The  question  of  floor  coverings  is  vexing.  In  theory,  flooring 
used  in  hospitals  should  be  (a)  of  sanitary  finish,  that  is,  smooth,  and 
with  an  unbroken  surface;  ( b )  not  slippery;  (c)  easily  cleaned  and 
requiring  no  special  finish  or  polish ;  ( d )  easily  repaired ;  ( e )  hard  enough 
to  avoid  pitting  and  soft  enough  to  minimize  noise;  (/)  odorless;  (g) 
offer  a  wide  choice  in  color  and  design;  ( h )  not  too  costly  to  put  down. 
Obviously,  no  single  material  embodies  all  of  these  qualities,  so  that  in 
actual  practice  a  variety  of  materials  is  used  as  a  rule,  in  each  section  of 
the  hospital  those  qualities  being  stressed  which  locally  are  most  important. 

Elevators.  The  following  should  be  established  before  deciding  as  to 
number  and  size  of  elevators:  Will  the  visiting  staff  be  large  or  small? 
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Will  patients  in  beds  or  wheel  chairs  be  sent  to  the  roof  or  the  garden, 
and  in  what  numbers?  Are  visitors  likely  to  be  few  or  many?  High-speed 
elevators  are  not  necessary  for  hospital  buildings  only  a  few  stories  high. 
Even  in  higher  structures  it  is  neither  necessary,  nor,  in  the  case  of 
patients,  desirable,  to  use  elevators  as  speedy  as  those  encountered  in 
office  buildings.  Self-leveling  devices  are  important  for  food  service  lifts 
and  for  patient  transport.  The  question  of  automatic  versus  manual  con¬ 
trols  merits  careful  comparison  of  cost  and  service  value  in  each  instance. 
Uniformly  elaborate  elevator  equipment  is  not  required  for  all  depart¬ 
ments  or  services.  Elevator  cabs  should  be  of  suitable  size  and  designed 
to  resist  wear  and  tear,  and  emergency  elevator  exits  are  worth  while. 

Height.  How  high  the  various  stories  shall  be  can  hardly  be  de¬ 
cided  until  the  plans  are  in  semifinal  shape.  In  a  composite  building, 
it  is  the  average  need  that  governs,  rather  than  the  absolute  requirement 
of  any  given  room.  Rooms  requiring  unusual  ceiling  heights  should  be 
so  located,  if  possible,  that  there  is  no  wasted  cubage  in  adjacent  rooms 
at  the  same  floor  level.  Ramps  solve  certain  problems  but  raise  new 
problems  of  their  own.  No  ramp  is  desirable;  steep  ramps  are  a  nuisance 
and  are  even  dangerous. 

The  hospital  authorities  should  study  and  should  express  their  prefer¬ 
ences  concerning :  materials  to  be  used  for  walls,  floors,  stairways,  parti¬ 
tions,  built-in  cabinets  and  trim,  interior  finish,  and  window  glass  (includ¬ 
ing  forms  permeable  to  ultraviolet  rays) ;  width  of  corridors;  maximum 
and  minimum  size  of  patients’  rooms;  number  and  location  of  nurses’ 
stations  and  their  equipment;  sterilizing  equipment;  vacuum  cleaning 
systems;  plumbing  fixtures  for  every  kind  of  hospital  use;  length  and 
width  of  doors;  types  of  fenestration;  transoms;  height  of  window  sills; 
illumination  of  wards  and  operating  rooms;  built-in  clothes  closets;  port¬ 
able  lockers;  time  clock  systems;  radio  service;  care  of  mattresses;  location 
and  arrangement  of  storerooms  and  trunk  rooms;  number,  location,  and 
equipment  of  cleaners’  closets,  flower  closets,  supply  closets,  and  airing 
closets;  need  of  a  garage  and  a  mortuary  chapel. 

With  the  foregoing  notes  as  a  guide,  the  outlines  of  a  comprehensive 
program  for  a  general  hospital  can  be  prepared.  At  this  stage  it  will  be 
wise  to  pause  and  consider  what  the  tentative  program  signifies  in  the 
way  of  outlay.  This  can  best  be  done  by  preparing  rough  preliminary 
plans,  from  which  approximate  cubic  contents  may  be  calculated.  In 
this  preliminary  study,  as  well  as  in  the  subsequent  modification  of  the 
program,  the  knowledge  of  widely  experienced  experts  can  be  drawn  upon 
advantageously.  New  ideas  should  be  vigorously  sought  and  sympatheti¬ 
cally  considered,  but  not  hastily  adopted.  Nothing  should  be  either  taken 
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into  or  excluded  from  the  building  program  without  a  competent  and 
impartial  appraisal  of  its  service  value.  It  is  not  safe  to  be  guided  com¬ 
pletely  by  the  opinions  of  departmental  enthusiasts ;  these  have  a  valuable 
contribution  to  make,  but  they  frequently  recommend  peculiar  devices 
which  lack  the  test  of  time.  Nor  can  they  reasonably  be  expected  to  see 
the  problem  of  the  hospital  as  a  whole. 


4 


Chairman  of  the  Building  Committee 


Through  the  magic  door  of  the  hospital  building  committee,  which  is 
always  open  to  the  deserving,  any  tired  and  successful  business  man  who 
knows  the  ABC’s  of  the  building  game  may  pass  at  will  into  a  theater  of 
action  where  the  place  reserved  for  him  is  not  a  mere  front-row  orchestra 
seat,  but  the  very  center  of  the  stage  itself.  It  is  a  prospect  that  each  year 
attracts  some  of  America’s  ablest  men,  who  thus  ally  themselves  with  a 
great  humanitarian  cause,  to  its  profit  and  their  own.  The  profit,  to  be 
sure,  is  not  a  pecuniary  one.  It  is  of  quite  another  kind  but  it  is  far  from 
negligible,  for  once  across  the  charmed  threshold  there  opens  before  the 
astonished  and  delighted  eyes  of  the  initiated  a  world  in  which  the  sordid 
and  depressing  competition  of  business  is  replaced  by  the  more  stimulat¬ 
ing  and  far  more  satisfying  rivalry  of  service. 

It  has  been  my  good  fortune  to  meet  many  captains  of  industry  who, 
armed  with  the  authority  of  the  hospital  building  committee,  fix  the 
conditions  under  which  physicians  and  nurses  shall  work,  and  influence 
the  environment  in  which  the  multitude  of  invalids  carry  on  their  fateful 
struggle  against  disease.  Theirs  is  a  weighty  responsibility,  and  bravely 
do  they  respond  to  it,  performing  miracles  of  labor,  and  often  wholly 
neglecting  their  own  comfort  in  their  deep  devotion  to  the  worthy  cause. 
Eager  to  learn  and  to  teach,  they  speedily  acquire  a  new  vocabulary  and 
a  new  scale  of  values.  The  target  of  insistent  and  conflicting  demands, 
they  are  forced  to  master  the  technique  of  arbitration.  Theirs  is  the  task 
of  lighting  the  path  of  progress,  to  reach  the  goal  of  a  well-planned  and 
soundly  constructed  hospital  with  a  minimum  expenditure  of  the  com¬ 
munity’s  money. 

The  chairmanship  of  a  hospital  building  committee  is  deservedly  held 
in  high  esteem.  Modest  indeed  is  the  average  chairman,  considering  his 
conspicuous  position.  It  is  the  exceptional  incumbent  who  is  so  keenly 
conscious  of  playing  a  great  public  role  that  he  can  say  in  all  seriousness 
(I  quote  from  a  published  hospital  report),  “the  eyes  of  the  world  have 
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been  on  us  during  the  past  year,”  and  who  seems  to  unbend  with  just  a 
faint,  unconscious  sign  of  stiffness  to  the  more  ordinary  level  of  those 
with  whom  he  is  obliged  to  do  business. 

The  chairman’s  first  problem  is  to  formulate  a  wise  program.  He  feels 
with  Abraham  Lincoln  that  “if  we  can  first  know  where* we  are  and 
whither  we  are  tending,  we  can  better  judge  what  to  do  and  how  to  do 
it.”  It  was  a  celebrated  writer  of  problem  plays  who  declared,  “My  task 
is  to  ask  questions,  not  to  answer  them.”  The  chairman  enjoys  no  such 
exemption ;  his  inquiries  lead  him  into  many  puzzling  fields,  and  for  every 
difficult  problem  that  he  encounters  he  is  in  duty  bound  to  find  a  satis¬ 
factory  solution. 

Happy  is  the  chairman  whose  task  is  the  planning  of  a  new  hospital, 
on  a  site  intelligently  chosen  and  with  adequate  knowledge  of  the  hos¬ 
pital’s  requirements;  a  cruel  fate  decrees  that  most  chairmen  shall  win 
their  spurs  under  conditions  far  less  favorable.  They  are  challenged  to 
bring  into  harmony  with  present  needs  and  to  reconcile  with  modern  prin¬ 
ciples  of  institutional  administration  the  curious,  unrelated  fragments  of 
decrepit,  jerry-built  hospital  buildings  thrown  together  at  a  time  when 
communities  plunged  into  hospital  construction  without  guide  or  com¬ 
pass,  plentifully  supplied  with  good  will,  but  woefully  lacking  in  experi¬ 
ence,  judgment,  and  money. 

A  building  program,  obviously,  should  bear  an  intelligible  relation 
to  the  needs  of  a  particular  hospital  and  of  a  particular  community;  and 
since  all  such  construction  is  provisional,  the  program  should  take  into 
consideration  future  as  well  as  present  needs.  If  the  field  of  action  has 
already  been  cleared  by  an  intelligent  study  of  the  hospital  service  of  the 
community,  the  work  of  the  building  committee  is  greatly  simplified.  But 
many  a  chairman  finds  that  this  is  not  the  case.  Wisely  disregarding  the 
pessimists  who  point  out  that  patience,  long  considered  a  virtue,  is  really 
only  the  sign  of  a  lack  of  energy,  he  begins  his  march  forward  by  first 
going  back  a  little,  and  waits  until  an  authoritative  and  satisfactory 
analysis  of  the  hospital  requirements  of  the  community  has  been  made. 
To  make  such  an  analysis  is  the  task  of  the  hospital  administrator  or  the 
hospital  consultant,  rather  than  that  of  the  building  committee. 

The  chairman  cannot  go  very  far  without  the  collaboration  of  an 
architect,  the  choice  of  whom  is  a  subject  of  some  concern.  Someone  is 
sure  to  remind  the  committee  that,  other  things  being  equal,  an  architect 
who  has  planned  many  hospitals  will  be  able  to  attack  the  present  prob¬ 
lem  more  intelligently  than  one  who  is  less  experienced.  But  the  actual 
naming  of  an  architect  often  involves  much  more  than  the  mere  weighing 
of  experience.  The  most  experienced  and  technically  accomplished  archi- 
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tect  may  be  a  thousand  miles  away;  even  if  he  is  only  a  hundred  miles 
away,  the  committee  will  be  urged  by  self-appointed  advisers  to  name  a 
local  firm,  either  as  a  matter  of  local  pride  or  in  order  to  please  the 
hospital’s  friends  and  supporters. 

A  governor  of  Florida  once  said  that  patriotism  can  be  inculcated 
only  by  teaching  every  lad  to  believe  that  his  home  town  is  the  finest  in 
the  world.  This  statesman-like  governor  has  many  strong  sympathizers — 
irrepressible  boosters  who  believe  that  the  home  town,  which  is  a  priori 
the  finest  town,  must  possess  the  world’s  best  talent.  But  since  local  archi¬ 
tects,  except  in  the  very  smallest  hamlets,  are  usually  numerous  and  vigor¬ 
ously  competitive,  the  chairman  may  be  driven  to  employ  an  out-of-town 
architect,  if  only  to  avoid  the  invidious  comparison  arising  out  of  the 
purely  local  choice.  Some  unpleasantness  may  be  avoided  by  this  evasion, 
but  the  chairman  who  leaves  home  to  choose  an  architect  does  not  thereby 
add  to  the  warmth  of  his  welcome  at  the  local  country  club;  and  what 
his  Rotary  brethren  say  or  think  about  him  would  not  look  well  in  print. 

When  architect  and  consultant  have  been  chosen,  can  the  chairman 
sit  back  at  his  ease?  Hardly,  for  the  program  will  probably  have  to  be 
trimmed  to  fit  the  hospital’s  pocketbook.  This  seems  the  plainest  common 
sense;  but  the  chairman  has  not  yet  reckoned  with  worthy  and  idealistic, 
although  often  impractical,  members  of  the  medical  staff  who  at  this 
point  enter  the  field,  flying  the  flag  of  discontent.  The  new  hospital,  they 
had  every  reason  to  suppose,  would  put  an  end  to  all  of  their  acknowl¬ 
edged  privations.  To  a  great  extent,  it  was  they  who  had  helped  to  educate 
the  community  to  the  need  of  a  new  building,  thus  paving  the  way  for 
the  whirlwind  financial  campaign,  surcharged  with  enthusiasm  and  filled 
with  high  expectations,  which  at  length  produced  the  apparently  ample 
building  fund. 

They  had  understood,  of  course,  that  the  hospital  would  have  an 
abundance  of  cheap  private  rooms,  a  long  chain  of  perfectly  appointed 
operating  rooms,  laboratories  equal  to  those  of  the  most  famous  research 
centers,  a  therapeutic  institute  rivaling  the  best  in  Europe,  sun  parlors  as 
spacious  as  those  of  a  mammoth  resort  hotel,  cooled  like  that  of  a  motion 
picture  house,  extensive  protected  roof  spaces  for  heliotherapy,  lecture 
rooms  of  university  capacity,  a  medical  library  to  vie  with  the  collection 
of  the  Surgeon  General,  and  a  hundred  other  startling  features,  useful  or 
ornamental.  When  it  comes  to  the  building  of  a  new  hospital,  many 
medical  men  wondrously  blossom  out  as  iridescent  dreamers  and  display 
imaginative  power  of  the  highest  order,  for  which  nobody  should  blame 
them.  Indeed,  it  is  precisely  because  these  men,  on  whom  the  reputation 
of  the  hospital  chiefly  depends,  are  seeking  the  best  for  the  hospital’s 
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service  that  one  of  the  most  painful  tasks  of  the  building  committee’s 
chairman  is  to  make  them  realize  once  more  the  limitations  of  a  world 
in  which  money  determines  the  measure  of  practical  enterprise. 

The  nursing  department,  too,  is  not  without  its  chivalrous  and  elo¬ 
quent  champions.  And  here  and  there,  the  still,  small  voice  of  conscience 
may  be  heard  pleading  the  right  of  the  penniless  dispensary  patient  to  a 
kindly,  unhurried  examination  amid  surroundings  inoffensive  to  the  most 
sensitive  invalid. 

It  is  not  always  considered  necessary  to  simplify  the  building  program 
because  ready  money  is  lacking.  In  order  to  pay  for  a  permanent  improve¬ 
ment,  useful  to  future  generations  as  well  as  to  the  present  one,  a  state 
often  issues  bonds  which  mature  in  fifty  or  a  hundred  years.  A  hospital, 
too,  may  decide  after  due  deliberation  that,  like  a  city  or  state,  it  is  under 
no  obligation  to  follow  a  pay-as-you-go  policy. 

The  chairman  of  a  hospital  building  committee  is  a  purchasing  agent 
for  commodities  with  which  the  commercial  world  is  unfamiliar — goods 
whose  value  cannot  be  expressed  in  terms  of  money.  It  is  not  precisely 
steel,  concrete,  brick,  mortar,  wood,  or  plaster  that  he  buys,  but  restful 
surroundings  for  exhausted  invalids,  facilities  for  nurses  engaged  in  care 
of  the  sick,  protection  against  the  suicidal  or  homicidal  impulses  of  de¬ 
lirious  patients,  the  physical  and  mental  stimulus  of  sky  and  trees  to 
convalescents  on  a  sunny  balcony,  air  tempered  to  the  fragility  of  the 
newborn  infant,  a  means  of  safeguarding  the  virility  and  vitality  of  a 
radiologist,  laboratory  equipment  for  the  performance  of  tests  that  are  a 
necessary  prelude  to  effective  medical  treatment.  This  is  a  traffic  into 
which  there  enters  the  rare  and  unstrained  quality  of  tender  mercy,  a 
traffic  in  human  service  to  which  the  rigid  maxims  of  the  business  pur¬ 
chasing  agent  cannot  rightly  be  applied  in  cold  blood.  Here  the  penalty 
for  an  erroneous  decision  is  much  more  than  a  loss  of  money;  if  the  chair¬ 
man  is  oppressed  by  the  thought  of  possible  mistakes  and  their  conse¬ 
quences,  the  knowledge  that  architect,  consultant,  and  superintendent  are 
at  hand  to  share  his  responsibilities  perhaps  affords  a  trifling  measure  of 
comfort. 

In  the  midst  of  the  chairman’s  troubles  and  perplexities,  an  army  of 
angels  of  mercy,  cunningly  disguised  as  commercial  salesmen,  spring 
uninvited  to  his  aid,  uttering  eloquent  descriptions  of  articles  and  inven¬ 
tions  suitable  for  hospital  use.  Miraculous  tales  are  told  of  rubber,  which 
is  as  soft  and  springy  as  English  turf,  as  beautiful  as  the  carpets  of  Bag¬ 
dad,  and  withal  more  lasting  than  flint.  Marvelously  perfect  mechanical 
devices  are  offered,  that  function  in  a  manner  compared  to  which  per¬ 
petual  motion  is  mere  child’s  play.  To  his  amazement  and  delight,  the 
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chairman  learns  of  artificial  stone  which  puts  the  natural  product  of 
world-famed  Italian  quarries  to  shame;  of  cunningly  mixed  plaster  which 
is  impenetrable  to  sound;  of  glistening  tiles  and  porcelain  which  never, 
never  craze;  of  imperishable  enamel  paint,  white  as  driven  snow;  of 
smooth  and  opalescent  terrazzo  that  an  earthquake  could  not  crack;  of 
dishwashing  machines  that  sing  soothing  lullabies  while  they  heartlessly 
scald  quadrillions  of  pestiferous  bacteria;  of  window  sash  that  reverses 
itself  as  smoothly  and  skillfully  as  a  learned  supreme  court  judge;  of 
electric  current  which  can  be  bought  far  below  actual  cost  from  com¬ 
passionate  public  service  corporations  that  somehow  manage  to  pay 
high  dividends.  Generosity  assumes  new  forms  and  ingenuity  outdoes 
itself  in  order  that  the  chairman  and  his  committee  may  achieve  success. 

Nothing  short  of  magic  will  solve  some  of  the  chairman’s  knottier 
problems.  When  beautiful  nurses,  smiling  bewitchingly,  ask  him  to  shake 
out  of  his  capacious  sleeve  a  gorgeously  tiled  swimming  pool  with  its 
costly  accessories,  when  the  staff  demands  that  he  produce  level  and 
accessible  parking  space  for  a  hundred  cars  within  the  narrow  boundaries 
of  a  half-acre  plot,  the  chairman  longs  for  the  creative  talent  of  the 
lamented  Houdini.  Visitors  who  have  been  denied  hospitality  because 
the  hospital  had  no  room  for  them  clamor  for  a  restaurant;  contributors 
of  negligible  sums  request  conspicuous  permanent  memorials;  and  the 
expanding  social  service  department  puts  in  its  plaintive  petition  for  offices 
and  conference  rooms  like  those  of  a  trust  company. 

One  of  the  chairman’s  puzzling  tasks  is  to  render  invisible  from  over¬ 
looking  windows  or  neighboring  streets  the  elegant  vehicles  of  fashion¬ 
able  funeral  directors  and  the  plain  box-like  wagons  of  equally  efficient 
but  less  fashionable  undertakers;  another  task,  just  as  easy,  is  to  provide 
operating  room  windows  of  noble  proportions  through  which  sunlight 
will  pour  abundantly  and  steadily,  though  the  city  be  notorious  the  world 
over  for  its  impenetrable  pall  of  soot  and  smoke.  Elevator  doors  and 
machinery  must  be  noiseless,  partitions  soundproof,  mechanical  con¬ 
trivances  foolproof,  roofs  and  cellars  waterproof,  contractors  and  superin¬ 
tendents  of  construction  temptation-proof,  if  the  chairman’s  work  is  to  be 
a  complete  success.  Scientific  investigators  speak  of  the  method  of  trial 
and  error;  for  them,  a  single  success  outweighs  a  hundred  failures.  The 
chairman  of  the  building  committee  has  no  such  leeway;  to  him  is  given 
one  supreme  opportunity,  and  he  dare  not  fail. 

The  crucial  moment  in  the  history  of  a  great  hospital  enterprise  comes 
when  preliminary  plans  are  presented  and,  for  the  first  time,  the  chair¬ 
man  and  his  clamorous  constituents  are  compelled  to  look  facts  in  the 
face.  For  a  time  it  seems  as  if  the  yet  unbuilt  hospital  must  come  tumbling 
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down  about  the  chairman’s  ears;  but  the  exercise  of  tact  saves  the  day. 
The  chairman  invites  everybody  to  come  to  the  conference.  The  numerous 
well-meant  demands  with  which  the  program  has  been  so  heavily  bur¬ 
dened  are  reviewed ;  the  chairman  listens,  looks  sympathetic,  stores  up  his 
ammunition,  but  withholds  his  fire,  confident  of  the  ultimate  triumph 
of  common  sense.  As  the  conference  proceeds,  the  pile  of  accumulated 
demands  grows  larger  and  larger,  but  since  it  rests  upon  the  narrow  and 
insecure  foundation  of  a  limited  sum  of  money,  it  presently  becomes 
evident  to  somebody  that  the  imagined  structure  is  top-heavy  and  is 
tottering.  The  moment  has  now  arrived  for  a  fresh  analysis  of  the  situa¬ 
tion;  in  its  course,  relative  needs  are  scrutinized,  essential  values  appraised, 
nonessentials  eliminated,  and  a  modified  program  adopted. 

Although  I  have  helped  to  plan  many  hospitals,  I  have  never  found 
it  advantageous  or  even  permissible  to  use  the  same  plan  twice.  A  simple 
duplication  of  a  plan  is  justifiable  and  proper  in  exceptional  instances, 
but  it  rarely  happens  that  in  two  hospital  projects  all  of  the  conditions  as 
to  resources,  site,  community  needs,  and  professional  practice  are  precisely 
parallel.  Hence,  the  justified  instances  of  simple  copying  are  not  many. 

While  the  chairman  does  not  pretend  to  be  a  hospital  expert  and 
leans  heavily  on  others  in  matters  of  technical  detail,  he  knows  a  great 
deal  about  matters  of  business;  he  has  had,  very  likely,  considerable 
experience  in  the  construction  of  commercial  buildings,  and  at  the  proper 
time  he  has  much  to  say  about  engineering  matters  and  about  items  of 
mechanical  equipment.  He  makes  certain  that  the  specifications  are  such 
as  to  encourage  genuine  competitive  bidding;  he  scrutinizes  and  suggests 
additions  to  the  list  of  competing  contractors.  He  sympathizes  with  the 
architect’s  desire  for  an  artistic  facade,  but  asks  for  a  pleasing  result  with¬ 
out  the  expenditure  of  a  large  sum  for  ornamentation.  If,  as  sometimes 
happens,  the  local  building  regulations  are  antiquated  and  troublesome, 
if  they  place  an  unnecessary  burden  upon  the  hospital,  the  chairman  is 
very  apt  to  turn  lobbyist,  seeking  and  usually  obtaining  remedial  legis¬ 
lation.  There  is  probably  no  more  effective  lobbyist  than  the  enlightened 
and  determined  chairman  of  a  hospital  building  committee  who,  by  virtue 
of  his  position,  commands  the  support  of  the  public  and  the  sympathy  of 
legislators  and  politicians. 

Generalissimo  of  the  board  of  trustees  on  the  firing  line,  the  chairman 
of  the  building  committee  is  his  own  courier,  bringing  back  to  head¬ 
quarters  at  each  stage  of  the  struggle  dispatches  in  which  the  progress  of 
events  is  pictured  in  stirring  language.  His  strategy  may  be  questioned, 
but  to  interfere  with  him  would  be  dangerous  and  perhaps  fatal.  And  so 
his  efforts  continue  unchecked  to  the  close  of  the  campaign.  The  chair- 
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man’s  day  of  triumph  is  the  day  when  the  beautiful  new  hospital  is 
eloquently  dedicated,  in  the  presence  of  a  distinguished  gathering  and 
amid  the  rejoicings  of  a  grateful  community.  His  has  been  the  guiding 
hand  in  the  creation  of  a  monument  to  the  best  impulses  of  the  human 
heart;  he  has  accomplished  a  beneficent  task  upon  which,  in  the  evening 
of  his  days,  he  will  look  back  with  pardonable  pride.  The  hospital  may 
or  may  not  have  been  compelled  to  mortgage  its  property;  the  chairman, 
certainly,  has  acquired  a  mortgage  on  the  esteem  and  affection  of  his 
fellow  citizens,  upon  which  liberal  interest  will  be  paid  in  kind  as  long 
as  he  remains  among  them. 


5 


Planning  for  Private  and  Semiprivate  Patients 


In  planning  for  private  patients  in  a  general  hospital  it  is  proper  to 
consider  the  reasons  of  policy  which  prompt  hospital  trustees  to  make 
provision  for  this  class  of  patients.  Voluntary  hospitals,  in  the  main,  are 
established  for  philanthropic  purposes.  If  so,  why  devote  to  the  care  of 
patients  who  are  able  to  pay  their  way  any  part  of  the  available  capital, 
energy,  and  attention?  Why  not  permit  such  patients  to  shift  for  them¬ 
selves? 

In  reality,  the  care  of  private  patients  in  benevolent  institutions  is 
entirely  consistent  with  the  purpose  of  such  institutions.  In  the  first  place, 
if  the  private  patients  department  is  planned  with  due  consideration  of 
the  kind  and  quantity  of  support  that  is  likely  to  be  given  it,  it  becomes 
not  only  self-supporting,  but  may  also  be  made  to  yield  a  profit;  the 
surplus  thus  earned  can  be  devoted  to  charity.  To  be  sure,  this  argument, 
nakedly  applied,  might  be  held  to  justify  any  sort  of  profitable  business 
undertaking  as  a  hospital  side  line.  But  the  whole  argument  has  not  been 
stated.  While  it  is  true  that  departments  for  paying  patients  may  be  made 
self-supporting  or  even  profit-yielding,  it  is  not  solely  or  mainly  for  this 
reason  that  such  departments  are  included  in  general  hospital  plans.  The 
failure  of  such  departments  to  support  themselves  might  justify  their 
exclusion  on  financial  grounds,  but  the  mere  fact  that  they  are  profitable 
does  not  justify  their  presence,  although  it  makes  their  existence  consistent 
with  sound  business  administration.  It  is  the  indirect  rather  than  the 
direct  returns  from  departments  for  paying  patients  which  largely  justify 
their  presence  in  general  hospitals.  The  experience  of  hospital  adminis¬ 
trators  tells  them  that  persons  of  large  means  have  frequently  been 
brought  into  contact  with  the  hospital  for  the  first  time  by  way  of  private 
departments,  and  that  knowledge  of  the  beneficent  character  of  the 
institution  thus  gained  has  led  to  large  donations  for  the  support  of  its 
charitable  work. 

Again,  if  the  members  of  the  attending  staff  are  enabled  to  care  in 
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a  single  establishment  not  only  for  those  to  whom  their  services  are  given 
gratuitously,  but  also  for  paying  patients,  the  resultant  saving  in  time 
and  energy  brings  advantages  to  their  poorer  patients.  Doctors,  like 
everybody  else,  are  obliged  to  live  on  twenty-four  hours  a  day;  if  their 
patients  are  scattered  throughout  the  city,  the  amount  of  time  which  they 
can  spare  for  gratuitous  hospital  service  is  necessarily  restricted.  Place 
all  their  patients,  of  whatever  social  class,  under  one  roof,  and  the  poorer 
patients  will  receive  a  more  generous  allowance  of  time  and  attention 
than  would  otherwise  be  possible. 

Furthermore,  it  is  by  no  means  an  accident  that  hospitals  which 
care  for  both  paying  and  nonpaying  patients  are  in  general  better  built, 
equipped,  and  organized  than  hospitals  whose  work  is  wholly  charitable. 
The  presence  of  exacting  private  patients  stimulates  efforts  to  discover 
the  best  way  of  doing  things,  regardless  of  cost;  while  cost  cannot  be 
excluded  from  consideration  in  the  care  of  patients  who  do  not  pay  their 
way,  nevertheless  in  any  given  hospital  there  is  a  tendency  toward  the 
creation  of  a  single  standard  of  surgical  technic,  therapy,  and  even  nurs¬ 
ing  care.  And  so,  to  an  extent  which  varies  with  the  resources  and 
benevolence  of  the  hospital,  ward  patients  in  a  socially  mixed  hospital 
profit  by  modes  of  treatment  and  care,  the  discovery  and  application  of 
which  are  induced  by  the  presence  of  private  patients. 

Another  benefit  which  general  hospitals  derive  from  the  presence  of 
private  patients  is  the  opportunity  which  it  affords  to  round  out  the  train¬ 
ing  of  pupil  nurses.  Nurses  are,  or  should  be,  trained  for  work  among 
all  social  classes.  Those  who  aim  at  private  nursing  rather  than  institu¬ 
tional  careers  require,  as  part  of  their  pregraduation  experience,  contact 
with  patients  of  the  class  by  which  they  will  be  chiefly  employed  after 
graduation.  In  this  sense,  the  training  of  pupil  nurses  in  hospitals  where 
private  patients  are  not  cared  for  is  incomplete  and  unsatisfactory.  Con¬ 
versely,  the  training  of  nurses  for  work  in  the  tenements  is  quite  impossible 
in  a  strictly  private  hospital. 

The  most  important  of  all  considerations  which  may  reasonably 
determine  the  inclusion  of  a  department  for  private  patients  in  a  general 
hospital  is  the  fact  that  in  a  strictly  private  hospital  it  is  practically  impos¬ 
sible,  from  the  standpoint  of  expense,  organization,  and  management,  to 
provide  all  those  means  of  scientific  investigation  and  therapy  which  can 
be  provided  economically  only  in  a  large  institution,  where  the  unit  cost 
of  a  given  utility  is  reduced  by  the  large  area  covered.  It  is  only  a  large 
hospital  which  can  command  the  services  of  highly  trained  pathologists 
and  other  special  workers,  whose  co-operation  has  become  indispensable 
.to  efficient  treatment  of  the  sick.  Therefore,  the  wish  to  deal  fairly  with 
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the  rich  as  well  as  with  the  poor  commands  provision  for  the  care  of 
private  patients  in  general  hospitals.  By  omitting  such  provision,  a  com¬ 
munity  places  itself  in  the  attitude  of  offering  to  the  poor  opportunities 
for  the  restoration  of  health  which  are  denied  to  the  well  to  do. 

In  classifying  hospital  patients  from  a  social  standpoint,  the  first 
broad  distinction  to  be  made  is  that  between  paying  and  nonpaying 
patients.  Only  the  former  group  will  be  dealt  with  here.  In  hospital 
administration,  it  becomes  necessary  to  subdivide  paying  patients  into 
two  classes — those  who  are  able  to  afford  treatment  in  private  rooms,  and 
those  who,  not  being  able  to  afford  the  superior  comfort  of  single  rooms, 
must  content  themselves  with  the  semiprivacy  of  intermediate  wards. 

Anyone  who  undertakes  to  plan  intelligently  for  semiprivate  patients 
must  know  certain  basic  facts.  For  instance,  just  who  or  what  is  a  semi¬ 
private  patient?  What  does  the  semiprivate  patient  demand  of  the  hos¬ 
pital?  Are  his  demands  reasonable?  Do  they  correspond  to  genuine  needs? 
Does  he  expect  to  pay  for  what  he  wants;  if  not,  who  is  to  foot  the  bill? 
In  what  way  may  the  cost  of  proper  semiprivate  service  be  influenced  by 
planning  and  construction? 

Who  is  the  semiprivate  patient,  and  what  are  his  needs?  He  is  a 
patient  who  is  not  or  does  not  wish  to  be  regarded  as  a  charity  patient, 
hence  he  does  not  wish  to  be  assigned  to  a  public  or  free  ward.  He  expects 
to  be  permitted  to  choose  his  own  physician,  to  pay  a  moderate  fee  to  the 
physician,  and  to  pay  a  moderate  service  charge  to  the  hospital — pre¬ 
sumably  as  much  as  a  person  with  a  modest  income  can  afford.  He  is 
often  a  person  of  education  and  refinement,  who  on  these  grounds  de¬ 
mands  special  con  ideration.  He  craves  particularly  a  measure  of  privacy 
during  his  stay  in  the  hospital.  But  if  he  were  recognized  as  a  private 
patient,  as  one  prepared  to  pay  his  way  and  entitled,  therefore,  to  a 
strictly  private  room  on  demand,  he  would  present  no  special  problem, 
and  the  long  debate  which  his  supposed  wrongs  have  engendered  would 
never  have  started. 

What  makes  a  large,  old-fashioned  ward  uncomfortable  to  its  more 

sensitive  occupants?  It  is  not  so  much  the  lack  of  privacy,  for  a  degree 

\ 

of  privacy  can  always  be  temporarily  provided  by  screens;  it  is  rather 
the  almost  inevitable  presence  in  a  large  ward  of  certain  patients  whose 
proximity  to  or  contact  with  others  accentuates  their  own  misery  or  adds 
to  the  discomfort  of  their  neighbors.  I  do  not  pretend  that  this  is  the 
whole  of  the  indictment  against  the  large  ward,  but  it  is  certainly  a  great 
part  of  it.  The  objection  to  large  wards  springs  as  much  from  inability 
to  group  or  classify  patients  according  to  need,  from  inability  to  segregate 
cases,  as  from  lack  of  privacy.  For  the  present  discussion  it  is  important 
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to  bear  in  mind  that  many  so-called  public  wards  are  now  being  so 
planned  as  to  afford  ample  means  of  classification  and  segregation,  thus 
removing  at  least  50  per  cent  of  the  valid  objections  to  the  barrack-like, 
open,  unclassified  ward  of  an  earlier  day,  which  on  casual  inspection 
looked  far  more  orderly  and  respectable  than  it  really  was. 

Can  the  semiprivate  patient  pay  in  full  for  the  privileges  that  he 
demands,  or  that  considerate  hospitals  seek  to  provide  for  him?  Generally 
speaking,  he  cannot.  Everywhere,  hospital  physicians  or  surgeons,  acting 
as  the  spokesmen  for  the  semiprivate  patient,  are  saying :  ‘‘Give  us  plenty 
of  cheap  private  rooms.”  This  is,  of  course,  a  demand  for  private,  not 
semiprivate  service,  but  I  speak  of  it  here  because  the  demand  is  made 
on  behalf  of  a  class  of  patients  who  are  socially  indistinguishable  from  the 
semiprivate  group.  What  these  spokesmen  for  the  refined  patient  of 
limited  means  have  in  mind  is  a  private  room  which  the  hospital  will 
be  prepared  to  rent  at  approximately  ward  rates;  but  if  adequate  service 
is  to  be  given  in  private  rooms,  and  if  the  service  is  to  be  quite  self- 
supporting,  there  is  no  such  thing  as  a  cheap  private  room.  Individual 
private  rooms  may,  of  course,  be  made  larger  or  smaller,  but  whether 
large  or  small,  the  average  semiprivate  patient,  by  definition  a  person  of 
limited  means,  cannot  pay  what  it  costs  to  produce  and  maintain  such 
a  room,  and  to  render  adequate  nursing  service  in  it. 

The  best  way  to  dispose  of  semiprivate  patients  is  to  place  them  in  a 
section  of  the  hospital  by  themselves,  apart  from  free  ward  patients  on  the 
one  hand  and  from  private  patients  on  the  other.  Alternative  methods 
might  be  considered.  One  method  would  be  to  assign  to  semiprivate 
patients  some  of  the  small  rooms  which  form,  as  I  believe,  an  indispensable 
part  of  any  decent,  really  humane,  and  defensible  public  ward  unit; 
another  method  would  be  to  intersperse  semiprivate  wards  among  the 
private  rooms.  The  disadvantage  of  the  first-named  alternative  is  that  the 
yoking  of  semiprivate  and  ward  patients  breeds  general  dissatisfaction. 
The  semiprivate  patients  are  unhappy  because  they  are  not  clearly  and 
unmistakably  distinguished  and  set  apart  from  charity  patients,  while  the 
ward  patients,  being  only  human,  sooner  or  later  become  envious  of  the 
special  privileges  which  are  accorded  to  their  close  neighbors,  the  semi¬ 
private  patients.  Furthermore,  this  method  is  apt  to  result  eventually  in 
the  pernicious  appropriation  for  the  semiprivate  group  of  all  the  ward’s 
separation  or  quiet  rooms.  On  the  other  hand,  interspersing  semiprivate 
wards  among  private  rooms  often  forces  the  administration  to  give  the 
semiprivate  group  an  unduly  expensive  grade  of  service  at  public  expense. 

As  for  accommodation  intended  for  private  patients  only,  it  is  evident 
that  the  administrative  headquarters  for  this  department  demands  some 
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consideration.  In  a  moderate-sized  hospital,  it  is  impracticable  to  have 
more  than  one  administrative  center;  the  general  offices  serve  for  all 
departments  of  the  hospital,  and  here  all  accounts  are  kept,  all  moneys 
are  received,  and  all  payments  to  special  nurses  are  made.  It  is  only  in  the 
very  largest  hospitals  that  a  separate  office  and  office  force  for  the  private 
patients  department  can  be  thought  of.  Assuming,  then,  that  in  the 
ordinary  hospital  a  single  administrative  headquarters  will  suffice,  it  must 
be  placed  so  as  to  be  accessible  to  private  patients  and  their  visitors.  In 
addition,  such  visitors  should  be  able  to  reach  the  general  office  of  the 
hospital  without  passing  through  wards  or  ward  corridors. 

A  separate  entrance  for  private  patients  and  their  visitors  cannot 
always  be  provided  in  moderate-sized  hospitals;  but  in  a  hospital  where 
the  private  service  assumes  great  proportions  it  should  be  regarded  as 
indispensable.  The  general  ambulance  entrance  of  the  hospital  will  serve 
for  private  ambulance  cases  as  well,  provided  that  patients  can  be  taken 
to  their  rooms  without  a  long  journey  through  the  general  corridors  of  the 
hospital;  otherwise  a  separate  ambulance  entrance,  guarded  from  public 
view,  should  be  provided  for  private  patients. 

The  visiting  staff  requires  a  coatroom  and  perhaps  a  private  consulta¬ 
tion  room.  Whether  the  central  locker  and  coatroom  of  the  regular  staff 
will  serve  the  purpose  depends  on  the  size  of  the  regular  staff,  the  number 
of  doctors  privileged  to  treat  patients  in  the  private  department,  and  the 
relative  location  of  the  several  entrances. 

A  reception  room  for  visitors  to  private  patients  should  be  provided 
in  proximity  to  the  private  patients  entrance,  or  if  there  is  none,  to  the 
general  entrance  of  the  hospital.  Since  the  number  of  visitors  to  a  given 
number  of  private  patients  is  greater  than  the  number  visiting  an  equal 
number  of  ward  patients,  accommodations  must  be  calculated  accordingly. 
A  reception  or  sitting  room  for  general  use  on  each  floor  of  a  large  private 
pavilion  is  a  luxury  which  only  some  hospitals  can  afford.  The  need  for  it 
is  less  pressing  where  there  is  ample  balcony  and  roof  space  for  com 
valescents  and  their  friends  than  in  hospitals  not  so  equipped;  the  value 
of  such  a  room  is  in  direct  proportion  to  the  number  of  rooms  on  a  floor 
or  the  number  included  in  a  nursing  unit.  A  small  section  of  expanded 
corridor  will  often  serve  this  purpose.  Hospitals  which  are  called  on  to 
accommodate  a  considerable  number  of  visitors  will  do  well  to  provide 
a  dining  room  for  these  guests,  and  such  a  dining  room  may  be  used 
also  for  convalescent  patients. 

Ample  telephone  service  should  be  provided  for  the  private  pavilion, 
and  an  adequate  number  of  telephone  booths.  As  far  as  possible,  separate 
wires  should  be  provided  for  the  private  pavilion,  so  that  the  hospital’s 
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own  telephone  lines  will  not  be  monopolized.  It  is  wise  to  arrange  an 
optional  connection  in  each  room  for  a  portable  instrument,  so  that  a  tele¬ 
phone  may  be  installed  when  circumstances  warrant  it. 

The  size  of  private  rooms  is  governed  by  many  factors.  Private  rooms 
occupied  by  a  single  patient  should  have  a  minimum  cubic  content  of 
1,000  feet;  however,  they  are  seldom  planned  to  have  less  than  120  feet  of 
floor  space  or  less  than  1,200  cubic  feet.  The  adoption  of  a  minimum  of 
1,500  cubic  feet  for  private  rooms  would  be  reasonably  economical  and 
safe. 

Every  room  to  be  occupied  by  a  patient  should  be  so  located  that  it 
will  receive  the  direct  rays  of  the  sun  during  at  least  part  of  each  day  in 
the  year.  The  relation  between  door  and  window  is  important;  it  should 
permit  free  circulation  of  air  between  window  and  corridor  without 
creating  a  draught  which  will  directly  strike  the  patient.  The  door  of  the 
room  should  be  broad  enough  to  permit  free  passage  not  only  of  a 
stretcher,  but  of  wheel  chairs  and  of  the  bed  itself,  and  should  be  equipped 
with  a  rubber  bumper  or  other  sound  break.  In  addition  to  the  ordinary 
full  door,  a  screen  door  or  half-door  is  desirable;  it  may  be  entirely  of 
wood,  or  a  wooden  frame  filled  out  with  suitable  material.  The  transoms 
should  be  opaque  so  that  the  room  may  be  darkened  while  the  corridor 
lights  are  burning. 

Private  rooms  should  have  indirect  ceiling  lights  which  are  not  too 
cumbersome  and  a  side  bracket  as  well.  A  receptacle  for  a  portable  lamp 
and  for  portable  electrotherapeutic  appliances  is  essential.  The  bell  cord 
should  be  permanently  attached  to  the  wall,  and  push  buttons  provided 
in  the  baths  and  toilets.  The  signal  system  should  include  a  lamp  or 
annunciator  in  the  chart  room  and  a  lamp  over  the  patient’s  door,  and 
lights  connected  with  this  system  in  the  sink  room  and  serving  rooms. 

The  number  of  private  toilets  required  will  depend  on  the  clientele; 
private  baths  and  toilets  may  reasonably  be  provided  in  greater  numbers 
if  the  patients  expect  these  luxuries  and  are  willing  to  pay  for  them.  An 
attachment  for  flushing  bedpans  will  add  to  the  usefulness  of  a  private 
toilet.  Running  water  in  every  room  is  a  distinct  utility. 

The  passenger  elevator  service  must  be  so  arranged  that  patients  can 
be  transported  from  their  rooms  to  the  operating  rooms  with  the  minimum 
exposure.  Separate  passenger  and  freight  elevators  are  desirable.  Ideally, 
the  passenger  service  is  divided  into  elevators  for  the  public  and  those  for 
patients;  but  ordinarily,  so  liberal  a  supply  of  elevators  is  not  feasible, 
and  the  next  best  thing  is  to  enclose  the  elevator  shaft  and  protect  the 
elevator  in  such  a  way  that  it  will  be  suitable  for  transporting  patients.  A 
cutoff  lobby  in  front  of  the  elevator  door  will  prevent  elevator  noises  from 
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disturbing  patients;  in  any  event,  the  elevator  should  not  be  opposite  to 
or  near  the  door  of  a  patient’s  room,  nor  should  stairways  be  so  located. 
It  is  unwise  to  finish  a  hospital  elevator  in  white  enamel,  or  to  cover  the 
floor  of  the  car  with  costly  material,  such  as  rubber  tile,  which  under 
heavy  use  wears  out  in  two  or  three  years.  The  body  of  the  car  may  be 
handsomely  and  durably  finished  in  electroplate,  and  a  marble  mosaic  or 
terrazzo  floor  will  cost  less  to  install  than  rubber  tile,  can  be  easily  cleaned, 
and  will  outlast  a  dozen  rubber  floors. 

Hospitals  which  observe  all  the  rules  of  hygiene  in  planning  their 
wards  often  neglect  these  rules  in  planning  the  corridors  of  private  depart¬ 
ments.  One  finds  corridors  completely  surrounded  by  rooms,  and  without 
any  direct  exposure  to  light  and  air;  such  a  hospital  cannot  be  healthful. 
It  is  of  the  utmost  importance  that  a  corridor  shall  be  open  to  the  outer 
air  at  two  or  more  points,  so  that  thorough  direct  ventilation  may  be 
assured.  The  relation  between  the  various  service  rooms  and  the  patients’ 
rooms  must  not  be  lost  sight  of.  The  distance  between  them — serving, 
sink,  sterilizing,  and  chart  rooms — and  the  most  distant  patient’s  room 
should  be  reduced  to  a  minimum.  The  several  service  rooms  should  not 
be  strung  out  along  the  corridor  so  that  each  of  them  faces  a  patient’s 
room,  thus  constituting  a  source  of  annoyance  to  the  nearest  patient.  It 
is  far  better  to  group  them  centrally  about  a  small  side  corridor  running  at 
right  angles  to  the  main  corridor. 

From  time  to  time,  delirious  patients  will  have  to  be  accommodated 
in  private  rooms.  Provision  of  soundproof  partitions  between  rooms  and, 
in  some  instances,  of  double  doors  between  room  and  corridor  is  desirable. 
An  excellent  arrangement  is  to  have  a  semi-isolated  room  on  each  floor  at 
the  end  of  the  small  service  corridor  mentioned  above. 

Unless  the  hospital  is  a  very  large  one,  a  single  surgical  center  is  to  be 
preferred.  Where,  however,  there  are  more  than  50  private  patients,  a 
separate  surgical  plant  is  consistent  with  reasonable  economy  of  admin¬ 
istration.  It  should  not  be  forgotten  that  operating  rooms  occasionally 
have  to  be  renovated.  If  the  private  pavilion  with  its  operating  plant  is 
wholly  divorced  from  the  general  hospital  plant,  and  if  the  main  surgical 
center  is  not  comfortably  near  the  private  rooms,  inconvenience  is 
inevitable  when  the  private  operating  plant  is  being  renovated.  For  this 
reason,  even  when  special  rooms  are  set  apart  for  surgical  treatment  of 
private  patients,  it  is  better  to  place  such  rooms  near  the  main  surgical 
center,  so  that  they  may  be  used  interchangeably  when  necessary. 

Only  staff  surgeons  are  permitted  to  operate  on  ward  patients  in  some 
hospitals,  while  the  private  plant  is  open  to  the  profession  generally;  the 
regular  house  staff  may  assist  surgeons  who  are  nonmembers  of  the  staff, 
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or  the  latter  may  be  obliged  to  furnish  their  own  assistants.  In  such  hos¬ 
pitals  it  is  especially  desirable  to  provide  separate  operating  rooms  for 
private  patients.  The  larger  the  number  of  visiting  surgeons  for  a  given 
number  of  surgical  cases,  the  greater  is  the  number  of  operating  rooms 
required.  One  active  surgeon  may  be  able  to  dispose  of  six  or  eight  cases 
in  succession  in  one  room  at  a  single  session.  The  same  number  of  cases, 
operated  on  by  six  or  eight  different  men,  would  require  at  least  one 
additional  room.  The  administrative  system,  therefore,  determines  to  some 
extent  the  number  of  operating  rooms. 

The  organization  of  the  house  staff  also  has  an  important  bearing  on 
the  location  and  grouping  of  operating  rooms.  In  staff  hospitals,  where 
all  surgical  work  is  done  by  the  regular  visiting  staff  assisted  by  the  regular 
house  staff,  a  single  operating  center  is  clearly  indicated.  If  the  private 
patients  service  is  large  enough  to  justify  assignment  of  a  special  group 
of  residents  to  that  department,  separate  operating  rooms  then  become 
practicable.  A  hospital  plan  for  private  patients,  therefore,  may  pre¬ 
suppose  a  single  group  of  residents  serving  all  departments  of  the  hospital, 
or  two  groups  of  residents — one  serving  the  private  patients  and  the 
other  the  wards.  In  general  terms,  it  may  be  stated  that  if  there  are  more 
than  50  private  patients  in  a  general  hospital  and  if  there  are  enough 
ward  patients  to  require  all  or  nearly  all  of  the  time  and  attention  of  a 
group  of  interns  as  ordinarily  organized,  it  is  best  to  assume  that  the 
private  patients  will  sooner  or  later  come  under  the  care  of  a  separate 
group  of  resident  officers.  This  assumption  would  affect  the  location  of 
the  operating  rooms  and  the  number  and  location  of  interns5  rooms. 
Other  things  being  equal,  all  the  interns  should  be  in  one  building,  close 
to  the  administrative  center,  not  far  from  the  wards  which  they  serve  but 
at  least  far  enough  away  to  give  them  a  sense  of  freedom  when  off  duty. 
In  a  very  large  hospital,  with  a  private  pavilion  relatively  remote  from 
the  administrative  center,  it  may  be  desirable  to  house  the  residents  who 
are  to  care  for  the  private  patients  separately  from  the  interns  on  duty 
in  the  wards.  Private  patients  are  most  exacting  in  demanding  prompt 
attendance  of  residents;  trouble  will  be  avoided  if  residents  are  in  a  posi¬ 
tion  to  respond  promptly  and  conveniently  to  patients5  calls. 

A  separate  kitchen  for  private  patients  makes  for  better  service,  but  it 
is  not  economical  in  a  comparatively  small  hospital.  As  a  rule,  the  medical 
staff  is  allowed  greater  freedom  in  ordering  special  diets  for  private  than 
for  ward  patients.  The  special  diet  kitchen,  therefore,  should  be  near  the 
private  patients5  rooms. 

The  results  of  preparing  private  patients5  trays  and  ward  trays  in  the 
same  serving  room  are  most  unsatisfactory;  confusion  often  results  and  the 
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unavoidable  double  standard  is  difficult  to  maintain,  so  that  separate 
serving  rooms  are  indispensable  even  where  both  private  and  ward 
patients  are  supplied  from  the  same  kitchen.  A  plan  which  has  been  found 
to  work  is  to  provide  a  well-equipped  serving  room  in  a  central  location 
in  the  private  pavilion.  The  closer  this  room  is  to  the  kitchen  where  the 
food  is  cooked  the  better,  but  proximity  to  the  serving  rooms  of  the  private 
corridor  is  essential.  In  other  words,  if  we  must  choose  between  placing 
such  a  room  either  close  to  the  kitchen  or  close  to  the  private  rooms,  the 
latter  choice  must  be  made;  the  ideal  location  for  the  serving  room  is  close 
to  both  the  kitchen  and  the  patients’  rooms. 

If  all  the  patients’  trays  are  prepared  in  a  central  serving  room,  electric 
food  lifts  must  connect  this  room  with  the  serving  rooms  on  the  several 
floors.  A  better  arrangement  is  to  replace  the  customary  small  dumb¬ 
waiter  by  a  good-sized  freight  elevator  which  can  take  a  portable  tray 
rack,  large  enough  to  take  all  the  trays  for  one  floor. 

Suitable  provision  of  locker  and  dressing  rooms  should  be  made  for 
special  nurses;  these  rooms  should  be  spacious  and  with  the  customary 
toilet  accommodations.  Where  a  large  number  of  special  nurses  are  em¬ 
ployed,  it  is  also  desirable  to  provide  a  sitting  room  for  their  use  when 
they  are  excluded  from  their  patients’  rooms.  Not  infrequently,  on  a  floor 
accommodating  sixteen  private  patients  there  are  five  or  six  special  nurses 
who  must  remain  on  the  floor,  subject  to  call,  but  whose  presence,  for  one 
reason  or  another,  is  not  desired  by  their  patients.  If  a  sitting  room  is  not 
available,  they  are  forced  to  gather  in  the  corridor,  where  their  conversa¬ 
tion,  despite  all  the  rules  and  regulations,  will  annoy  near-by  patients, 
Special  toilet  accommodations  are  provided  for  nurses  on  floor  duty  only 
in  the  most  elaborately  constructed  private  hospitals.  While  such  provision 
is  everywhere  regarded  as  a  necessity  in  connection  with  ward  service,  the 
need  of  it  in  a  private  pavilion  seems  doubtful. 

One  debatable  question  is  the  proper  location  in  a  general  hospital 
of  juvenile  private  patients.  Complications  arise  where  no  special  provi¬ 
sion  for  small  children  is  made;  a  crying  child  is  an  objectionable  neighbor 
to  the  adult  hospital  patient,  and  therefore  cannot  conveniently  be  placed 
in  the  average  private  room,  which  is  usually  not  quite  soundproof.  It  is 
therefore  desirable,  wherever  possible,  to  make  special  provision  for  infants 
and  young  children,  away  from  adult  patients  and  preferably  near  the 
children’s  building  or  children’s  ward.  Some  of  the  rooms  should  be  large 
enough  to  accommodate  mother  and  child;  others  may  be  arranged  with 
a  mother’s  room  and  bath  between  each  pair  of  children’s  rooms. 

The  adult  private  patient  entering  the  hospital  is  only  occasionally 
accompanied  by  a  member  of  his  family.  Some  provision  for  guests  must 
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nevertheless  be  made  in  any  hospital  which  accommodates  a  considerable 
number  of  private  patients.  The  equipment  of  a  guest  room  need  not  be 
essentially  different  from  that  of  a  room  intended  for  a  patient,  and  where 
suites  of  rooms  and  private  baths  are  provided  there  is  no  difficulty  about 
accommodating  a  member  of  the  patient’s  family  as  a  paying  guest  of  the 
hospital. 

Separate  day  rooms  for  convalescents  are  not  so  important  for  private 
patients  as  for  patients  in  general  wards.  The  private  patient,  occupy¬ 
ing  his  own  room,  is  not  hampered  in  any  way  by  his  neighbors ;  nor  when 
convalescing  is  he  exposed,  like  the  convalescent  in  a  large  hospital  ward, 
to  conditions  unfavorable  to  comfort  and  health.  Any  private  room,  suit¬ 
ably  located,  may  be  converted  into  a  well-aired,  properly  lighted  day 
room  or  lounging  room  for  convalescent  use.  Convalescent  patients,  how¬ 
ever,  are  not  happy  if  they  are  roombound;  balconies,  gardens,  or  roof- 
gardens,  therefore,  should  be  provided  for  their  recreation.  Since  there  is 
no  reason  why  in  suitable  cases  private  patients  as  well  as  ward  patients 
should  not  be  treated  out  of  doors,  balcony  and  roof  provision  should  be 
ample.  A  balcony  which  faces  south  is  infinitely  more  valuable  than  one 
facing  north,  but  the  balcony  which  robs  rooms  or  wards  of  sunlight  is  a 
doubtful  blessing.  Private  balconies,  connected  with  single  rooms  or  with 
expensive  suites,  constitute  a  luxurious  and  desirable  feature  of  recently 
constructed  hospitals. 

On  the  roof  of  a  private  pavilion  it  is  desirable  to  provide  special 
lounging  or  sun  rooms  where  convalescents  who  choose  to  do  so  may 
smoke  without  annoying  other  patients.  Toilet  accommodations  should  be 
provided  for  both  sexes.  Generally  speaking,  the  roof  space  may  be  so 
arranged  that  one  third  of  it  is  covered  with  a  permanent  shelter  (not 
glass),  and  perhaps  protected  on  north,  east,  and  west,  but  quite  open 
toward  the  south,  while  the  remainder  of  the  roof  is  open  to  the  sun. 
Where  a  semiprotected  shelter  is  built,  it  should  be  so  constructed  that  all 
sides  may  be  open  in  summer.  A  common  mistake  is  to  enclose  and  protect 
too  much  of  the  roof  space;  when  this  is  done,  the  roof  fails  to  give  the 
best  possible  service. 
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Notes  on  Hospital  Planning 


PLANNING  RULES 

During  a  French  railroad  strike  one  of  the  most  important  orders  given 
to  the  strikers  was  to  “follow  the  rules  of  the  road  literally.”  No  simpler 
way  could  have  been  found  to  disrupt  traffic  and  ruin  the  road.  In  hos¬ 
pital  construction,  as  in  hospital  administration  and  in  countless  other 
departments  of  organized  human  endeavor,  the  strict  observance  of  rules 
formulated  from  partial  points  of  view,  and  independently  of  each  other, 
leads  to  disaster.  Rules  need  to  be  pared  and  trimmed  and  expanded  and 
adjusted  so  that  they  will  fit  together  and  interlock;  but  their  essential 
values  must  be  preserved.  In  hospital  practice,  to  distinguish  the  essential 
from  the  nonessential  requires  a  firsthand  acquaintance  with  all  the 
intricacies  of  hospital  work.  This  includes  a  knowledge  or  appreciation  of, 
or  some  familiarity  with  such  things  as :  the  shifting  theories  and  changing 
methods  of  physiology,  pathology,  bacteriology,  therapeutics,  and  hygiene ; 
the  principles  and  practice  of  nursing;  the  varying  degrees  of  physical 
dependence  encountered  in  hospital  patients;  the  capacities,  aptitudes, 
and  weaknesses  of  the  average  nurse;  the  character  and  tendencies  of 
hospital  interns  and  employees;  and  much  besides.  All  these  things  must 
be  known  and  understood  if  the  rules  of  planning  and  of  construction  are 
to  be  intelligently  applied  to  the  making  of  any  hospital.  In  the  planning 
of  a  particular  hospital,  one  must  reckon  besides  with  local  surround¬ 
ings,  with  the  available  resources  of  the  community  or  of  the  section  of 
the  community  from  which  the  hospital  draws  its  support,  and  with  the 
needs  of  that  other  section  of  the  community  which  it  is  designed  to  serve. 

Pick  up  any  textbook  of  hospital  construction,  and  run  through  its 
table  of  contents:  there  is  an  infallible  rule  for  the  selection  of  the  site; 
the  height  of  the  buildings  and  their  relation  to  each  other  are  readily 
determined ;  the  proper  orientation  of  the  wards  is  explained ;  the  correct 
ward  dimensions,  height,  width,  length,  and  cubic  contents  are  given ; 
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window  space  is  scientifically  determined  and  distributed ;  approved 
methods  of  lighting,  heating,  and  ventilation  are  described ;  the  plumbing 
is  even  illustrated;  and  always,  with  particular  unction  and  authority,  all 
corners  are  rounded.  Though  textbooks  disagree  in  other  particulars, 
opinion  is  always  unanimous  on  the  subject  of  rounding  corners  and 
avoiding  horizontal  dust  catchers. 

There  is  one  rule  borrowed  from  textbooks  or  laid  down  by  govern¬ 
mental  authorities  which  one  may  break  with  impunity — must,  indeed, 
play  hide-and-seek  with — in  order  to  succeed  at  all  in  hospital  planning.  I 
venture  to  offer  some  considerations  derived  from  my  own  experience, 
which  I  hope  and  doubt  not  will  be  disregarded  in  their  turn,  whenever 
common  sense,  in  given  circumstances,  so  demands.  The  purpose  of  the 
rule  governing  the  cubic  contents  of  a  hospital  ward  is  to  ensure  an  ade¬ 
quate  supply  of  fresh  air.  But  room  dimensions  and  the  supply  of  oxygen  do 
not  always  increase  and  decrease  together,  for  climatic  and  topographical 
conditions  greatly  influence  natural  ventilation.  It  seems  scarcely  necessary 
to  point  out  that  two  wards  of  identical  design  may  differ  markedly  in 
their  exposure  to  favoring  air  currents,  or  that  the  opening  of  a  window  or 
transom  has  one  effect  in  a  clean  rural  or  suburban  environment,  and 
quite  another  effect  in  a  smoke-laden  city.  One  hospital  may  have  to  do 
primarily  with  acutely  sick  persons,  90  per  cent  of  whom  keep  their  beds, 
while  another  has  a  large  percentage  of  convalescents,  who  spend  much 
of  their  time  on  the  grounds,  on  balconies,  or  in  day  rooms,  and  hence 
out  of  the  ward,  with  resulting  advantage  to  the  bedridden. 

There  are  countless  other  ways  in  which  wards  may  differ  in  air  value, 
though  identical  in  dimensions.  Suppose  a  ward  to  be  open  on  three 
sides — so  far,  so  good — but  the  building  may  be  hemmed  in  by  other 
buildings  which  cut  off  the  normal  air  currents  of  the  locality,  or  it  may 
stand  free  for  every  breeze  that  blows.  Again,  a  municipal  hospital  may 
be  subject  to  periods  of  strain  which  compel  a  lamentable  overcrowding 
of  its  wards;  its  neighbor,  planned  for  a  private  hospital  corporation  by 
the  same  architect  and  in  the  same  manner,  is  perhaps  free  from  such 
temporary  stresses.  A  ward  may  connect  at  one  end  with  a  corridor  which 
is  directly  ventilated  on  one  side,  on  both  sides,  at  its  end  only,  or  not  at 
all.  A  ward  may  be  supplied  with  mechanical  ventilating  apparatus,  or  it 
may  be  without  it.  The  separation  rooms  attached  to  a  ward  may  be  few 
or  numerous;  obviously,  the  availability  of  separation  rooms  for  special 
cases  has  an  important  bearing  upon  the  atmospheric  purity  of  the  ward. 
In  one  hospital  it  is  the  practice  to  admit  numerous  visitors  for  several 
hours  each  day ;  in  another  the  number  of  visitors  is  small  and  the  visiting 
hours  few.  One  need  not  pursue  the  subject  further,  for  it  must  now  be 
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perfectly  plain  that  in  deciding  whether  the  space  allowance  for  each  bed 
shall  conform  to  standard,  exceed  it,  or  be  permitted  to  fall  below  it,  not 
only  the  plan  of  the  hospital  structure  must  be  considered,  but  the  neigh¬ 
borhood  and  the  administrative  practices  and  tendencies  as  well. 

The  writer  was  once  invited  to  look  over  the  plans  of  a  small  hospital 
designed  for  a  restricted  site  in  the  heart  of  New  York  City.  The  program 
called  for  a  certain  number  of  beds;  in  endeavoring  to  meet  this  require¬ 
ment  and  at  the  same  time  to  conform  to  the  recommendations  of  the 
State  Board  of  Charities  concerning  air  space  and  floor  space,  the  archi¬ 
tect  had  cut  down  the  corridor  adjacent  to  the  wards  to  an  utterly  imprac¬ 
ticable  width.  In  such  situations,  a  fine  appreciation  of  relative  values  is 
required  to  decide  where  the  line  shall  be  drawn  between  rule  and  prac¬ 
tice;  to  render  such  decisions  with  discretion  is  of  the  essence  of  skillful 
hospital  planning. 


TRENDS 

Architects  called  upon  to  plan  hospitals  soon  discover  that  the  prob¬ 
lem  before  them  includes  elements  of  social  economics  with  which  their 
technical  training  has  little  to  do.  The  perfect  hospital,  it  soon  appears, 
calls  for  the  expenditure  of  capital  sums  beyond  the  resources  of  the 
average  community  and  for  individual  costs  of  maintenance  exceeding 
the  available  means  of  90  per  cent  of  the  population.  But  the  American 
people  is  essentially  a  practical  people;  and  just  as  soon  as  an  American 
building  committee  and  its  architect  perceive  that  an  ideally  planned 
hospital  is  unattainable,  they  settle  down  to  an  analysis  of  the  problem 
which  aims  at  compromise  along  practical  lines. 

The  critical  discussion  of  the  recent  past,  the  general  tendency  of 
which  was  to  condemn  the  use  of  large  open  hospital  wards,  has  led  to 
the  emergence  of  a  new  type  of  community  hospital;  in  it  patients  of 
moderate  means  or  of  no  means  at  all  are  offered  shelter,  not  in  individual 
rooms  but  in  rooms  containing  2  to  4  beds  each — small  wards  in  which 
the  individual  beds  are  separated  either  by  light  nonstructural  cubicle 
partitions,  or  by  adjustable  curtains  on  overhead  trolleys.  The  shift  from 
large  wards  to  small  wards  can  perhaps  be  set  down  as  the  most  char¬ 
acteristic  change  in  American  hospital  planning  that  has  occurred  in 
recent  years. 

Whether  or  not  the  end  of  this  drift  toward  privacy  has  been  reached 
is  questionable.  While  the  advantages  of  the  small  ward  over  the  large  one 
are  vigorously  presented  by  its  numerous  advocates,  hospital  perfectionists, 
who  see  no  reason  for  depriving  the  poor  of  any  comfort  within  the  grasp 
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of  the  rich,  continue  to  stress  the  inconsideration  of  compelling  an  acutely 
sick  patient  to  share  a  room  with  others  and  thus  be  exposed  ( and  expose ) 
to  obnoxious  sights,  sounds,  and  odors.  To  these  social  idealists,  as  well 
as  to  a  considerable  section  of  the  general  public,  a  separate  room  for 
every  patient  continues  to  be  a  tantalizing  if  unattainable  ideal.  So  much 
for  one  noticeable  general  trend  which  the  hospital  architect  must  follow 
understandingly  if  he  hopes  to  satisfy  his  clients. 

Any  general  classification  of  hospitals  immediately  brings  forth  such 
distinct  types  as  the  general  hospital  and  the  special  hospital,  as  well  as 
the  less  clearly  differentiated  voluntary  hospital  and  municipal  hospital. 
If  we  regard  the  hospital  as  the  unit,  the  general  hospital  greatly  out¬ 
numbers  any  special  type.  Among  special  hospitals  the  first  position, 
judged  by  the  number  of  beds,  must  be  accorded  to  hospitals  for  nervous 
and  mental  patients ;  the  tuberculosis  sanatorium  and  various  other  special 
types  trail  behind. 

In  point  of  bed  capacity,  the  only  single  group  that  can  compete  with 
general  hospitals  is  the  one  for  nervous  and  mental  patients.  However,  as 
the  mental  hospitals  are  comparatively  few  in  number  and  are  of  large 
individual  size,  relatively  uniform  plan,  and  often  the  product  of  perma¬ 
nent  state  architectural  offices,  architectural  interest  probably  centers  upon 
general  hospitals.  These  fall  into  two  major  groups — municipal  hospitals 
and  voluntary  hospitals. 

Broadly  speaking,  the  municipal  or  public  hospital  is  a  hospital  set  up 
by  the  tax-levying  authority  to  accommodate  patients  unable  to  pay  for 
their  medical  or  hospital  care ;  the  voluntary  hospital,  on  the  other  hand, 
is  a  creation  of  a  voluntary  civic  association,  and  offers  care  to  rich  and 
poor  alike.  These  definitions,  however,  must  be  qualified,  for  there  are 
some  voluntary  hospitals  which  are  rigidly  charitable  and  from  which  the 
rich  are  entirely  excluded,  and  others  to  which  the  penniless  patient  is 
afforded  no  access;  while  there  are  some  tax-supported  state  and  munic¬ 
ipal  institutions  from  which  private  or  paying  patients  are  not  altogether 
excluded. 

In  the  past,  most  public  general  hospitals,  chiefly  in  consequence  of 
the  limited  appropriations  for  construction  and  equipment,  were  com¬ 
paratively  poor  examples  of  hospital  planning.  But  the  progressive  and 
relatively  liberal  example  of  private  institutions  has  carried  over  into  the 
adjoining  public  field,  and  some  of  the  most  perfectly  appointed  hospital 
buildings  which  the  country  has  recently  produced  are  those  state, 
county  and  municipal  institutions  that  have  consciously  aimed  at  high 
standards. 

Any  thoroughly  equipped  hospital  with  laboratories,  examining  and 
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treatment  rooms,  and  outpatient  departments  possesses  the  major  essen= 
tials  of  a  teaching  plant.  The  characteristics  of  the  teaching  hospital  seem 
to  me  to  be  chiefly  ( a )  its  proximity  to  the  medical  school,  ( b )  in  some 
instances,  the  common  use  of  the  laboratories,  (c)  occasionally,  sharing 
of  a  common  outpatient  department  by  a  number  of  associated  institu¬ 
tions,  (d)  expansion  and  multiplication  of  lecture  rooms,  ( e )  expansion 
of  library,  (/)  special  accommodation  for  students  such  as  coatrooms  and 
lunchrooms. 

The  university  center,  freed  from  the  limitation  of  the  usual  “cost  per 
bed,”  is,  or  ought  to  be,  so  far  as  its  clinical  accommodations  and  scien¬ 
tific  equipment  are  concerned,  the  very  best  type  of  general  hospital,  since 
the  medical  student  requires  contact  with  all  types  of  clinical  service  and 
the  service  must  be  conducted  with  all  the  accessories  that  modern  science 
affords. 

It  is  a  mistake,  however,  for  the  small  community  hospital  to  pattern 
its  plant  on  the  lavish  lines  of  the  university  hospital.  The  creation  of  a 
Small  Hospital  Section  within  the  framework  of  the  American  Hospital 
Association  is  significant.  A  majority  of  the  superintendents  who  attend 
the  annual  conventions  of  the  Association  represent  small  hospitals;  find¬ 
ing  the  big  meetings  dominated  by  the  executives  of  large  institutions  who 
thought  and  talked  in  spectacular  and,  so  far  as  the  interests  of  small 
hospitals  are  concerned,  in  irrelevant  terms,  they  quietly  withdrew  into  a 
circle  where  it  was  possible  to  discuss  the  modest  realities  of  small  hospital 
practice. 

Every  national  and  regional  survey  of  hospitals  and  medical  service  has 
stressed  the  inadequacy  of  such  service  in  rural  centers.  Side  by  side  with 
the  further  development  of  existing  urban  institutions,  we  shall  un¬ 
doubtedly  see,  in  the  future,  a  large  increase  in  the  number  of  small 
rural  hospitals  modestly  equipped  for  surgical  emergencies,  maternity 
service,  and  routine  medical  and  surgical  work — hospitals  containing  both 
small  wards  and  individual  rooms,  operating  room,  modest  laboratory, 
x-ray  room,  and  modern  physiotherapeutic  equipment  which  the  indi¬ 
vidual  country  practitioner  cannot  afford.  The  rural  community  hospital 
aims  to  provide  all  the  essentials  of  a  modest  hospital  service  at  the  small¬ 
est  possible  cost,  except  perhaps  in  the  few  cases  in  which  a  onetime 
country  lad  who  has  become  a  leader  in  finance  chooses  to  bestow  upon 
his  home  village  an  ornate  hospital  built  regardless  of  expense. 

Thoughtful  community  surveys  carried  out  in  advance  of  hospital 
building  are  desirable  and,  up  to  a  certain  point,  useful.  But  the  most 
intelligent  survey  can  determine  only  probable  utilization,  and  cannot 
foretell  to  a  nicety  the  character  and  extent  of  the  actual,  general  demand 
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for  hospital  accommodations  or  for  hospital  service  of  a  particular  grade. 
The  fluctuating  demand  for  various  types  of  service  has  demonstrated 
the  superior  value  of  flexible  hospital  layouts  which  lend  themselves  to  the 
easy  adaptation  of  ward  and  room  spaces  to  changing  classifications.  The 
size  and  layout  of  some  private  rooms,  for  example,  is  such  that  they  can 
be  converted  into  semiprivate  rooms,  while  others  cannot;  the  location  of 
a  room  or  small  ward  may  or  may  not  favor  its  reclassification ;  fenestra¬ 
tion,  too,  may  facilitate  or  obstruct  the  rearrangement  of  floor  areas.  In 
these  matters  the  architect  will  do  well  to  seek  the  judgment  of  the  experi¬ 
enced  hospital  consultant  or  superintendent. 

The  advocates  of  air  conditioning  in  hospital  wards,  who  are  pushing 
their  wares  with  enthusiasm,  seem  to  think  that  they  are  presenting  some¬ 
thing  new.  As  a  matter  of  fact,  the  mechanical  control  of  temperature 
and  humidity  in  hospital  wards  was  a  popular  idea  years  ago ;  but  actual 
installations,  less  flexible  and  less  cunnningly  devised  than  those  now  avail¬ 
able,  gave  such  unsatisfactory  results  that  protests  arose  and  the  wide¬ 
spread  back-to-natural-ventilation  movement  finally  triumphed. 

In  the  current  discussion  of  air  conditioning  there  is  often  a  failure  to 
distinguish  between  control  and  uniformity.  Gontrol,  which  aims  at  sea¬ 
sonal  and  diurnal  modifications  of  air  conditions,  based  on  accepted 
physiological  laws,  is  one  thing;  mere  constancy  of  what  is  arbitrarily 
chosen  as  a  comfortable  atmospheric  condition  is  quite  another.  If  the 
determination  of  atmospheric  conditions  in  wards  and  operating  rooms  is 
left  entirely  to  enthusiastic  engineers,  it  is  safe  to  predict  that  too  little 
attention  will  be  paid  to  clinical  needs,  and  physiological  findings  will  once 
more  bring  a  reaction. 

In  practice,  it  is  unwise  to  spend  money  on  an  elaborate  air-condition¬ 
ing  system  unless  the  need  for  it  has  been  demonstrated  and  its  purposeful, 
intelligent,  and  continued  use  is  assured.  Again  and  again  I  have  visited 
hospitals  in  which  costly  installations  were  idle,  as  a  rule  because  the 
hospital  personnel  was  indifferent  or  hostile.  I  do  not  doubt  that  air 
conditioning  has  a  definite  place  in  hospital  planning,  but  I  should  like 
to  see  progress  made  along  lines  of  known  physiological  laws  and  not  in 
imitation  of  the  refrigeration  practice  of  the  motion-picture  theater. 

In  the  field  of  medical  practice,  the  hospital  of  the  future  will  occupy 
a  somewhat  different  position  from  that  which  it  holds  today,  for  physi¬ 
cians  will  increasingly  make  their  professional  headquarters  at  the  hospital 
and  the  inclusion  in  the  hospital  plan  of  consulting  offices  for  the  staff 
may  become  the  rule  instead  of  the  exception. 

Deliberation  in  formulating  a  program  is  a  lesson  that  we  must  learn ; 
a  hospital  cannot  be  properly  planned  with  the  speed  of  a  loft  building, 
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and  orders  to  finish  complicated  hospital  plans  in  a  few  weeks  or  months 
will  be  resisted  by  conscientious  architects  who  understand  the  nature  of 
the  work. 


SINGLE-ROOM  HOSPITAL 
WITH  E.  M.  BLUES  TONE,  M.D. 

Whether  one  approves  or  not  of  the  proposal  that  all  patients  be 
installed  in  single  rooms,  and  that  the  open  or  congregate  ward  for  the 
care  of  the  indigent  sick  be  abolished,  it  is  reasonable  to  assume  that  a 
demand  for  so  radical  a  change  in  hospital  practice  would  never  have 
arisen  if  unmitigated  large  wards  were  perfectly  adapted  to  the  care  and 
treatment  of  all  classes  and  conditions  of  hospital  patients  at  all  times. 

The  value  and  function  of  the  quiet  or  separation  room  has  in  fact 
been  recognized  in  hospital  literature  and  practice  for  considerably  more 
than  a  generation.  One  or  perhaps  two  quiet  rooms,  attached  to  a  ward 
unit  of  25  or  30  beds,  were  considered  sufficient  years  ago,  but  while 
twice  that  number  would  have  been  regarded  as  acceptable  somewhat 
later,  it  has  remained  for  hospital  idealists  of  recent  times  to  voice  a 
demand  for  a  separate  room  for  every  patient,  regardless  of  medical  or 
social  classification,  cost  of  service,  or  any  other  consideration. 

Those  who  have  participated  in  planning,  erecting,  and  managing 
hospitals  designed  in  whole  or  in  part  for  private  patients,  as  well  as 
experienced  hospital  officials  generally,  will  not  underestimate  the  values 
that  inhere  in  single  rooms.  On  the  other  hand,  experience  has  shown  the 
heavy  cost  of  this  type  of  construction,  and  one  cannot  conscientiously 
disregard  the  lessons  of  experience.  Hasty  generalizations  in  regard  to  cost 
are  apt  to  be  misleading,  but  it  is  not  a  hasty  generalization  which  declares 
that  more  material  and  more  labor  enter  into  the  construction  of  a  hos¬ 
pital  of  a  given  capacity  in  which  separate  rooms  of  suitable  size,  with 
corridors  between,  are  assigned  to  all  patients,  than  are  needed  for  build¬ 
ing  one  in  which  a  considerable  proportion  of  the  patients  are  lodged  in 
open  wards. 

It  may  be  assumed  that  all  experienced  hospital  men  favor  the  use  of 
single  rooms  ( a )  for  all  patients  who  desire  and  can  afford  to  pay  for 
them  and  for  the  additional  service  which  is  indispensable  for  their 
proper  care,  and  ( b )  for  all  patients  who  need  single  rooms  and  individual 
service,  whether  they  can  afford  to  pay  for  them  or  not.  The  real  point 
at  issue  is  whether  or  not  all  patients  need  single  rooms. 

In  the  past,  this  question  has  been  answered  in  general  terms,  reflect¬ 
ing  the  vague  impressions,  uncritical  opinions,  sympathies,  personal  experi- 
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ence,  or  economic  or  sociologic  views  of  those  who  have  written  upon  it. 
But  so  far  as  I  know,  the  figures  which  follow  present  the  first  answer 
based  upon  the  ascertained  needs  of  a  concrete  hospital  service.  These 
figures  were  supplied  by  the  assistant  director  of  The  Mount  Sinai 
Hospital  in  New  York  City,  who  was  assisted  by  members  of  the  house 
staff  in  estimating  the  needs  of  individual  patients.  The  judgment  which 
determined  the  need  and  classification  of  each  patient  is  therefore  a  group 
judgment,  formed  in  circumstances  which  favored  the  reduction  to  a 
minimum  of  the  personal  prepossessions  of  the  individual. 

As  a  preliminary  to  the  proposed  study,  it  was  necessary  to  agree  upon 
the  reasons  which  were  regarded  as  sufficient  to  justify  the  placing  of  an 
indigent  patient  in  a  separate  room.  The  cost  of  individual  care  was  not 
permitted  to  influence  the  decision  of  the  judges,  who  sought  to  consider 
only  the  welfare  of  patient  and  fellow  patients.  The  needs  or  condition  of 
patients  falling  within  the  following  classification  were  held  to  be  suffi¬ 
cient  ground  for  segregation :  ( 1 )  dangerously  sick  cases  or  cases  where 
death  is  imminent ;  ( 2 )  mental  and  nervous  diseases :  delirium,  psychosis, 
neurosis,  insomnia;  (3)  special  diseases:  Graves’  disease,  acute  chorea, 
pneumonia,  severe  hemorrhage;  (4)  communicable  or  suspected  conta¬ 
gious  diseases :  typhoid,  erysipelas,  malaria,  gonorrheal  diseases,  tuber¬ 
culosis,  exanthems;  (5)  foul  dressing  and  discharge  cases:  lung  abscess, 
colostomies,  incontinence,  diarrheas;  (6)  disciplinary  cases  :  “bad  habits,” 
prisoners;  (7)  “social  reason”  cases,  such  as  patients  of  unusual  sensitiv¬ 
ity;  ( 8 )  cases  of  uncontrollable  pain;  (9)  cases  of  concentrated  treat¬ 
ment,  such  as  tracheotomy;  (10)  so-called  “absolute  quiet”  cases,  in 
which  light,  heat,  and  sound  stimuli  should  be  controlled;  (11)  early 
postoperatives. 

Five  hundred  patients  were  examined  as  candidates  for  segregation, 
cross  sections  of  the  several  clinical  services  being  taken  at  intervals,  over 
a  period  of  four  months.  Table  IV  gives  the  clinical  grouping  and  condi- 


TABLE  iv 

Clinical  Grouping  of  500  Ward  Patients 


Clinical  group 

Number 

of 

patients 

Percent¬ 
age  of 
total 

Condition 
of  patient 

Number 

of 

patients 

Percent¬ 
age  of 
total 

General  medical . 

273 

55 

Dangerously  sick 

5 

1 

General  surgical. 

167 

33 

Active . 

285 

57 

Gynecological  .  . 

28 

5.6 

Convalescent  .  . 

196 

39 

Neurological  . . . 

32 

6.4 

Chronic . 

14 

3 
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tion  of  the  500  patients.  It  was  found  that  72,  or  14.4  per  cent  (25  per 
cent  of  all  active  cases)  belonged  in  the  separate-room  class.  The  clinical 
grouping  of  these  72  cases  is  given  in  Table  V. 


table  v 

Analysis  of  72  Separate-Room  Cases 


Clinical 

group 

Number  of 
patients 

Percentage 
of  total 

500 

Cause  for 
separation 

Number  of 
patients 

General  medical . 

37 

13.5 

Dangerously  sick  .... 

5 

General  surgical. 

18 

10.8 

Psychoses  (transient)  . 

12 

Gynecological  .  . 

7 

25 

Neurosis  . 

1 

Neurological  .  . . 

10 

31 

Insomnia . 

1 

Pneumonia  . 

5 

Graves’  disease  . . 

1 

Erysipelas;  malaria  .  . 

2 

Gonorrheal  disease  .  . 

2 

Typhoid  . 

1 

Tuberculosis  . 

10 

Foul  sputum . 

4 

Incontinence . 

1 

Colostomy . 

1 

Disciplinary  . 

1 

Social  reasons . 

5 

Uncontrollable  pain  .  . 

1 

Concentrated  therapy. 

3 

“Absolute  quiet”  .... 

5 

Early  postoperative  .  . 

11 

It  is  necessary  to  distinguish  between  the  motive  for  and  the  effect  of 
clinical  segregation.  To  discover  a  reason  for  the  segregation  of  a  ward 
patient  is  one  thing;  to  do  justice  to  the  segregated  patient  is  another. 
While  the  hospital  architect  is  primarily  concerned  with  the  required 
number  of  separation  rooms,  the  hospital  administrator  must  go  a  step 
further;  it  is  for  him  to  consider,  in  terms  of  personnel  and  expenditure, 
all  that  logically  follows  the  removal  of  a  patient  to  a  single  room. 

To  put  the  matter  differently,  are  the  chances  of  care  invariably 
improved,  is  the  period  of  treatment  unquestionably  shortened,  is  the 
patient’s  comfort  necessarily  enhanced,  is  the  safety  of  the  patient  always 
promoted,  by  placing  him  in  a  single  room  rather  than  in  a  larger  ward? 
The  question  of  cost,  however  interesting  and  practical,  is  a  question  of 
secondary  importance ;  I  propose  to  confine  myself  to  the  factor  of  safety 
alone. 
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We  are  told  that  in  the  single-room  hospital  (closet  would  perhaps  be 
a  more  accurate  term  than  room,  for  latterly,  faced  with  the  question  of 
cost,  advocates  of  this  type  of  hospital  have  been  paring  down  single  rooms 
to  the  proportions  of  a  linen  closet),  the  added  cost  of  construction  is,  to 
a  considerable  extent,  offset  by  the  economy  of  labor  which  results  from 
having  a  utility  room  connected  with  each  patient’s  room,  in  which  the 
utilities,  supplies,  and  fixtures  essential  to  bedside  nursing  are  close  at 
hand.  The  resulting  speed  in  service  is  presented  as  laborsaving,  time¬ 
saving,  and  highly  beneficial  to  the  patient.  In  the  familiar  presentation 
of  the  subject,  the  drama  always  begins  with  the  nurse  at  the  bedside,  it 
being  presupposed  that  the  nurse  will  be  summoned,  and  will  promptly 
appear  at  the  patient’s  summons,  whenever  needed.  Well,  indeed,  for  the 
patient,  if  this  were  true !  Unfortunately,  experience  teaches  the  contrary. 

Let  me  now  present  sample  records  obtained  from  a  hospital  of  at 
least  average  efficiency — a  hospital  in  which  the  number  of  nurses  em¬ 
ployed  for  ward  duty  is  somewhat  above  the  average,  a  hospital  in  which 
only  a  small  proportion  of  the  so-called  ward  patients  occupy  single  or 
separation  rooms,  and  in  which  the  practice  prevails  of  employing  special 
or  individual  nurses  for  some  but  not  all  the  ward  patients  thus  accom¬ 
modated.  Let  us  turn  for  enlightenment  to  the  illuminating  experience  of 
such  a  hospital. 

Remember  the  conditions :  an  open  ward ;  a  limited  number  of  patients 
in  quiet  rooms;  push  buttons  handy;  floor  nurses  on  call;  special  nurses 
assigned  to  certain  cases  whose  greater  need  is  recognized  and  who  are, 
therefore,  singled  out  for  special  care ;  other  patients  left  alone  from  time 
to  time,  but  provided  with  the  means  of  summoning  a  nurse  at  will. 
Among  the  patients  who  are  left  alone  are  some  who  are  feverish  and  con¬ 
fused,  some  who  are  timid,  others  who  are  impatient  and  irritable,  many 
who  are  ignorant — in  a  word,  just  the  common  ordinary  run  of  human 
beings  in  ordinary  circumstances,  with  the  average  capacity  of  human 
beings  in  strange  surroundings,  but  with  their  normal  intelligence  often 
clouded  and  their  slight  capacity  for  adaptation  lowered  by  sickness. 

I  shall  now  present  actual  case  reports,  prepared  and  submitted  under 
a  standing  hospital  rule  that  all  “accidents”  must  be  promptly  reported 
in  writing  by  the  responsible  house  officers  and  nurses  to  the  hospital 
administration. 

Case  1.  At  about  9:50  p.m.,  J.E.,  room  6,  first-day  postoperative  for  acute 
appendicitis  and  peritonitis,  got  out  of  bed  and  walked  into  hall,  where  he 
was  discovered  and  put  back  to  bed. 

Case  2.  Last  night  I  relieved  a  nurse  in  Ward  3  for  supper;  while  I  was 
sponging  a  patient  in  the  ward,  an  orderly  came  and  told  me  that  S.H.,  a 
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patient  in  a  back  room,  had  fallen  out  of  bed,  and  that  he  had  put  him  back 
in  bed.  I  went  in  immediately,  found  the  patient  apparently  uninjured  by 
the  fall.  His  pulse  was  80,  and  a  good  quality.  I  immediately  notified  Dr. 
Blank. 

Case  3.  At  1:30  a.m.,  I.K.,  a  patient  in  room  8,  got  out  of  bed,  and 
walked  into  the  hall.  On  seeing  the  patient,  I  immediately  put  him  back  in 
bed,  and  notified  the  house  physician. 

Case  4.  I  was  obliged  to  leave  P.T.,  an  operative  of  yesterday,  bilateral 
hernioplasty,  for  a  few  minutes  this  morning  in  order  to  prepare  breakfast. 
While  I  was  thus  engaged  the  boy  got  out  of  bed.  The  crib  sides  were  up 
and  a  restraining  sheet  was  on. 

Case  5.  E.W.,  Ward  3,  diagnosis  carcinoma  of  sigmoid,  complication  post¬ 
operative  pneumonia.  At  noon  yesterday  the  patient  was  given  a  bedpan,  the 
orderly  being  at  lunch.  At  this  time  the  relief  nurse  was  pouring  medication 
and  I  was  cleaning  the  medicine  chest.  A  few  minutes  later,  a  ward  patient 
called  out.  Responding  immediately,  I  found  E.W.  out  of  bed,  sitting  on  a 
chair.  The  patient  was  at  once  put  back  to  bed.  There  was  no  apparent 
change  in  his  condition,  except  a  markedly  increased  pulse  rate. 

Case  6.  At  11:30  p.m.  a  patient  on  Ward  3  got  out  of  bed  and  was  found 
sitting  on  a  chair  by  the  bed.  She  was  examined  shortly  after  by  Dr.  Blank 
and  her  condition  was  found  to  be  unchanged.  She  is  a  patient  suffering  from 
myocardial  insufficiency,  and  there  were  sideboards  on  her  bed.  The  acci¬ 
dent  occured  while  the  nurse  was  attending  to  a  patient  in  one  of  the  back 
rooms. 

Case  7.  At  3:30  a.m.  Mr.  W.,  a  ward  patient,  fell  out  of  bed.  When 
examined  by  me,  the  patient  was  found  to  have  an  abrasion  on  the  third 
finger  of  the  right  hand.  This  patient  was  suffering  from  diabetes  and  pneu¬ 
monia.  The  accident  occurred  while  the  nurse  was  attending  to  a  patient  in 
one  of  the  back  rooms. 

Case  8.  F.A.,  a  patient  in  room  4,  at  7  p.m.  yesterday,  opened  a  window 
and  threatened  to  jump  out.  She  was  put  back  in  bed.  The  patient  seemed 
perfectly  rational  otherwise. 

Any  hospital  which  studiously  records  its  experience  can  present 
abundant  material  of  a  similar  kind.  The  lesson,  I  think,  is  plain.  As  I 
read  it,  it  is  this :  a  hospital  which  places  a  sick  person  alone  in  a  room, 
without  immediate  and  constant  supervision,  assumes  a  serious  responsi¬ 
bility;  the  patient  who  is  thus  left  alone  runs  a  serious  risk. 

It  is  the  duty  of  every  hospital  to  provide  single  rooms  for  a  certain 
proportion  of  its  ward  patients,  whatever  the  cost  may  be;  but  let  us 
remember  that  with  every  extension  of  this  type  of  service,  additions  to 
the  nursing  force  must  be  provided  as  a  measure  of  safety. 
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Justification  for  characterizing  hospital  ventilation  as  a  lost  art  may 
be  found  in  the  experience  of  a  distinguished  surgeon  who,  after  a  tour 
of  hospital  inspection  covering  sixteen  states,  entered  a  hospital  which 
was  tolerably  free  from  objectionable  odors,  and  declared  it  to  be  the  first 
of  its  kind  that  he  had  encountered  in  all  his  travels. 

If  vitiated  hospital  air  is  not  systematically  replaced  by  fresh  air,  are 
architects,  ventilating  engineers,  or  hospital  officials  chiefly  or  wholly  to 
blame?  It  would  be  unfair  to  place  the  responsibility  upon  any  one  of 
these  groups.  The  fault  seems  to  lie  in  neglecting  common-sense  precau¬ 
tions  in  planning,  in  accepting  outworn  theories  of  ventilation,  in  apply¬ 
ing  inelastic  rules  to  radically  different  conditions,  in  erroneously  assuming 
that  the  installation  of  a  “system”  insures  its  actual  use,  in  the  careless¬ 
ness  of  hospital  superintendents,  in  the  desire  of  hospital  engineers  to 
economize  in  electric  current,  and  in  the  absorption  of  physicians  and 
nurses  in  clinical  tasks  to  such  an  extent  that  they  fail  to  notice  objec¬ 
tionable  conditions  which  might  readily  be  altered.  Let  me  cite  a  few 
typical  instances. 

The  ward  buildings  of  a  prominent  hospital  in  New  York  City  were 
equipped  with  supply  and  exhaust  fans.  The  wards  in  question  had  high 
ceilings,  broad  double-hung  windows  with  transoms,  and  an  excellent 
south-west  exposure ;  they  opened  into  wide,  windowed  corridors  which  in 
turn  communicated  with  open  stairways  serving  as  ventilating  flues.  In 
the  wards  themselves  the  space  allowance  per  bed  was  fully  1,800  cubic 
feet,  or  approximately  50  per  cent  above  the  prevailing  standard.  All  of 
the  conditions  favored  abundant  natural  ventilation.  Years  passed;  not 
once  was  the  costly  mechanical  ventilating  equipment  of  these  wards 
operated.  Of  this  installation,  one  might  say,  “it  is  magnificent,  but  it  is 
not  war.”  There  it  lies,  like  an  unused,  rusty,  antiquated  battleship. 

Some  years  ago,  a  pile  of  sheet-iron  ducts,  grimy  with  age,  began  to 
make  its  appearance  in  the  yard  of  another  hospital.  Week  after  week  the 
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pile  increased  until  its  proportions  were  truly  amazing.  Inquiry  elicited 
the  information  that  the  hospital  had  long  since  abandoned  its  mechanical 
ventilating  system,  that  the  ducts  with  which  the  building  was  encumbered 
were  growing  increasingly  foul,  and  that  as  they  were  performing  no 
service,  it  was  deemed  best  to  remove  and  destroy  them. 

A  third  instance  of  a  quite  different  character  is  that  of  a  small  coun¬ 
try  hospital  in  which  a  complete  mechanical  ventilating  system  had  been 
installed.  In  this  case  the  ventilating  engineer,  supported  by  the  manage¬ 
ment  of  the  hospital,  proposed  to  take  no  chances.  The  fans  were  promptly 
set  in  operation  when  the  hospital  service  was  inaugurated  and  all  of  the 
windows  were  closed  and  securely  fastened,  in  order  to  prevent  any  pos¬ 
sible  interference  with  the  operation  of  the  double  supply  and  exhaust 
system.  I  happened  to  visit  this  hospital  during  its  memorable  first  winter, 
and  as  I  went  about  the  building  I  noticed  several  broken  windowpanes. 
The  superintendent  explained  that  these  were  due  to  failure  on  the  part 
of  nurses  and  others  to  appreciate  the  excellence  of  the  ventilating  equip¬ 
ment.  The  volume  of  air  that  was  being  moved  through  the  building  by 
the  supply  and  exhaust  fans  was  all  that  the  accepted  physiological  rules 
of  the  period  demanded,  but  the  inmates  of  the  hospital  were  exasperated 
at  the  sight  of  closed  and  locked  windows,  and  nearly  every  day  window- 
panes  were  broken  and  had  to  be  replaced.  This  was  magnificent  and  it 
was  war,  too — an  irrepressible  conflict  between  the  ventilating  engineer’s 
belief  in  his  system  and  an  ingrained  mental  attitude  of  which  the  engineer 
failed  to  take  account. 

Average  human  psychology  is  at  least  as  important  a  factor  as  me¬ 
chanics  in  planning  the  ventilation  of  a  hospital  building.  Others  besides 
motorists  love  “free  air.”  Human  beings,  especially  Americans,  strongly 
object  to  being  confined  in  obviously  closed  spaces.  Especially  do  they 
object  to  confinement  in  closed  spaces  in  which  the  air  seems  to  be  stag¬ 
nant.  It  is  not  even  essential  that  the  air  actually  be  stagnant,  or  that  it 
be  odorous,  to  be  objectionable;  if  the  appearance  of  the  room  suggests 
stagnant  air,  its  occupants  will  feel  uncomfortable  and  will  rebel.  It  is 
advisable,  therefore,  not  to  neglect  appearances.  The  case  cited  in  the 
preceding  paragraph  illustrates  this  point.  Another  pertinent  example  is 
that  of  the  private  room  patient  who,  on  a  quiet  summer  day,  is  so  air- 
hungry  that  he  demands  the  removal  of  the  window  screen  because  it 
seems  to  offer  a  slight  obstruction  to  the  free  circulation  of  air,  as  well  as 
to  invasion  by  flies  and  mosquitoes.  The  warnings  of  the  sanitary  expert 
against  disease-carrying  insects  signify  little  to  an  air-famished  man. 

It  is  evident,  then,  that  allowance  for  average  human  conduct  or 
behavior  should  be  made  by  the  ventilating  engineer  who  installs  a 
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mechanical  ventilating  system.  One  of  the  cases  cited  above  shows  that  a 
potentially  effective  mechanical  system  may  be  placed  in  a  hospital  but 
may  never  be  used.  The  designer  of  such  a  system  can  never  be  sure,  in 
advance,  of  its  actual  operation.  Indeed,  since  it  is  now  known  that  many 
of  the  ventilating  fans  that  are  placed  in  hospitals  are  not  used  as  they 
were  intended  to  be  used,  it  is  reckless,  it  is  almost  foolish  to  plan  a  hos¬ 
pital  building  in  which  important  rooms  have  no  outside  windows.  I  recall 
a  crowded  dispensary  waiting  hall  which  is  surrounded  by  examining 
rooms  through  which  fresh  air  cannot  be  admitted  during  the  winter 
months  without  undue  exposure  of  the  patients.  In  this  case  the  original 
plenum  system  upon  which  the  engineer  relied  has  long  since  been  dis¬ 
carded,  and  the  present  conditions  can  easily  be  imagined. 

It  is  in  connection  with  private  rooms,  wards,  outpatient  departments, 
and  dormitories  that  one  most  frequently  finds  abandoned  mechanical 
ventilating  system;  it  is  therefore  wise  to  plan  these  sections  on  the 
assumption  that  natural  ventilation  may  at  any  time  be  resorted  to,  de¬ 
spite  the  installation  of  fans  and  ducts.  The  mechanical  installation  then 
becomes  an  additional,  not  the  sole,  means  of  ventilation;  and  since  it  is 
regarded  only  as  a  potential  auxiliary,  not  quite  dependable  under  the 
circumstances,  there  is  every  reason  for  doing  one’s  best  to  make  the  con¬ 
ditions  as  favorable  as  possible  for  natural  ventilation.  This  means  that 
window  spaces  should  be  ample;  that  in  the  case  of  sliding  sash,  raised 
stools  or  lowered  subsills  should  be  employed,  so  that  the  lower  sash  may 
be  slightly  raised,  affording  an  inlet  for  fresh  air  at  the  meeting  rail,  with¬ 
out  creating  a  draught  beneath  the  bottom  rail ;  and  that  a  second,  slight, 
adjustable  opening  should  be  provided  in  the  form  of  a  transom  or  of  a 
small  adjustable  ventilator  in  the  bottom  rail  of  the  lower  sash,  which  can 
be  used  in  cold  weather.  With  such  precautions,  it  is  possible  to  keep  the 
air  of  a  ward  fairly  fresh  throughout  the  winter  without  serious  discom¬ 
fort  to  any  occupant;  and  especially  will  this  be  true  if  full  cross  ventila¬ 
tion  is  provided  for  large  wards,  and  modified  cross  ventilation  is  obtained 
for  small  wards  and  private  rooms  by  means  of  pivoted  interior  sash,  dwarf 
doors,  and  perhaps  transoms,  between  the  ward  or  room  and  a  well- 
ventilated  interior  corridor.  In  this  connection,  it  is  well  to  remember  that 
hospital  corridors  cannot  safely  be  shut  in;  free  access  of  outside  air  to 
interior  corridors  is  essential. 

I  do  not  wish  to  be  hoist  by  my  own  petard.  Having  pointed  out  that 
a  mechanical  ventilating  system  may  be  installed  and  not  used,  I  am 
bound  to  acknowledge  that  the  same  fate  may  befall  a  proposed  system 
of  natural  ventilation.  Is  it  likely,  for  example,  that  a  large  ward  having 
windows  on  both  sides,  with  every  imaginable  device  to  promote  window 
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ventilation,  will  be  freely  aired  at  night,  or  in  the  winter  months  kept  at 
a  temperature  which  is  comfortable  for  patients  lying  under  blankets,  if 
the  desk  at  which  the  night  nurse  sits  for  hours  to  do  tier  clinical  charting, 
is  in  the  open  ward?  Under  such  circumstances,  will  not  the  nurse  inevi¬ 
tably  adjust  the  temperature  of  the  ward  to  her  own  need  and  not  to  the 
need  of  the  patients?  Even  if  the  architect  tactfully  places  the  nurse’s 
station  just  outside  of  the  ward,  with  glass  doors  and  windows  between, 
the  desired  result  may  not  be  achieved ;  for  a  hospital  superintendent  has 
been  known  to  propose,  in  the  interest  of  economy,  the  omission  of  the 
door  between  the  nurse’s  observation  station  and  the  adjoining  ward, 
evidently  not  realizing  the  inevitable  effect  of  the  proposed  omission  on 
the  ventilation  of  the  ward. 

I  cannot  here  include  an  analysis  of  special  conditions  affecting  venti¬ 
lation  which  are  encountered  in  typical  sections  of  the  hospital,  or  any 
statement  concerning  the  peculiar  temperature  needs  of  certain  classes  of 
patients  whose  metabolism  is  above  or  below  normal;  no  such  statement 
as  that  just  mentioned  would  be  intelligible  without  a  preliminary  exami¬ 
nation  of  the  physiological  principles  underlying  all  methods  of  ventila¬ 
tion,  and  such  an  examination  must  perforce  be  omitted.  Yet  a  brief 
consideration  of  the  objectives  of  ventilation  seems  indispensable. 

The  maintenance  of  the  chemical  purity  of  the  air,  which  was  the 
primary  object  of  all  efforts  of  ventilation  in  the  past,  no  longer  appears 
to  be  of  first-rate  importance.  Yet,  whether  carbon  dioxide  is  or  is  not 
harmful,  we  may  take  it  for  granted  that  its  concentrated  presence  usually 
indicates  the  coexistence  of  impurities  which  are  objectionable  to  the 
senses  if  not  actually  noxious  to  the  bodily  system,  and  that  it  is  both  a 
common  and  a  common-sense  wish  to  provide  fresh  air  in  abundance  for 
all  parts  of  the  hospital.  The  practical  question  at  issue  is  how  to  obtain 
the  desired  abundant  supply  of  fresh  air  under  ordinary  working  con¬ 
ditions. 

I  assume  that  in  ordinary  wards  it  is  desired  to  maintain  a  tempera¬ 
ture  of  approximately  68°  F.  during  the  day,  that  humidity  control, 
though  of  admitted  value,  is  hardly  as  necessary  as  temperature  control, 
that  slight  variations  in  temperature  are  desirable,  that  a  temperature 
somewhat  below  68°  F.  is  preferable  at  night,  and  that  the  air  should  be 
kept  in  motion.  The  means  by  which  all  this  is  to  be  accomplished  can 
hardly  be  indicated  without  an  intimate  preliminary  study  of  the  daily 
and  hourly  life  of  the  hospital.  By  merely  glancing  at  hospital  conditions 
I  have  endeavored  to  show  that  in  the  matter  of  hospital  ventilation  no 
degree  of  skill  in  either  architect  or  engineer  can  absolutely  ensure  the 
desired  result;  that  hospital  ventilation  is  largely  a  matter  of  administra- 
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tion ;  and  that  efficiency  depends  not  so  much  on  the  presence  of  mechan¬ 
ical  aids  to  ventilation  as  on  their  proper  use  by  an  alert  personnel. 

The  inability  of  ventilating  apparatus  to  move  large  masses  of  air  as 
freely  as  nature  moves  them,  or  with  the  same  stimulating  and  pleasurable 
effect,  justifies  the  preference  of  many  hospital  workers  for  the  open  ward 
window,  where  the  conditions  are  favorable  to  its  use.  It  does  not  justify 
the  total  omission  of  ventilating  apparatus  in  localities  where  the  extreme 
cold  of  winter  renders  the  opening  of  ward  windows  impracticable,  or  in 
the  wards  of  hospitals  which  are  subject  to  overcrowding.  Moreover,  in 
this  connection  we  must  remember  that  a  hospital  does  not  consist  of 
wards  alone,  and  that  each  part  of  the  hospital  must  be  treated  on  its 
own  merits. 

A  series  of  recommendations  which  were  submitted  to  and  approved 
by  the  building  committee  of  an  important  hospital,  though  brief,  take 
due  cognizance  of  characteristic  hospital  conditions  and  may  serve  as  a 
rough  guide  to  those  who  are  interested  in  obtaining  an  adequate  supply 
of  fresh  air  for  hospitals.  They  ran  as  follows : 

I.  It  is  recommended  that  supply  and  exhaust  ducts,  both  equipped  with 
electrically  driven  fans,  be  provided  for  the  (a)  amphitheater  (to  insure 
ample  ventilation  during  lecture  hours),  ( b )  hydrotherapeutic  department 
(natural  ventilation  being  impracticable  here),  ( c )  operating  rooms  (to 
insure  ventilation  with  windows  unavoidably  closed),  ( d. )  outpatient  depart¬ 
ment  (which  is  liable  to  overcrowding). 

II.  That  exhaust  fans  and  ducts  only  be  provided  for  the  kitchen  and  its 
dependencies,  and  for  the  laundry. 

III.  That  exhaust  fans  and  ducts  be  provided  for  toilets,  sink  rooms, 
laboratories,  ward  serving  rooms,  and  treatment  rooms. 

IV.  That  exhaust  ducts  (with  vertical  runs  accentuated,  and  horizontal 
runs  avoided)  be  provided  as  a  reserve  for  all  wards  and  patients’  rooms; 
but  in  view  of  the  fact  that  practical  experience  in  many  hospitals  has 
demonstrated  that  suitably  designed  and  properly  distributed  windows  may 
safely  be  relied  upon  as  the  chief  means  of  ventilation  of  wards  and  patients’ 
rooms,  that  fans,  motors,  and  intake  screens  be  omitted,  due  provision  being 
made  for  their  subsequent  installation  in  case  of  demonstrated  need.  It  is 
believed  that  under  normal  conditions  the  wards  of  the  hospital  can  be 
ventilated  satisfactorily  by  “natural”  ventilation  without  the  assistance  of 
any  mechanical  system;  it  is  considered  wise,  however,  to  retain  for  possible 
future  use,  the  ducts  proposed  by  the  ventilating  engineers,  so  that  in  the 
event  of  persistent  overcrowding  or  other  conditions  unfavorable  to  a  suf¬ 
ficient  supply  of  fresh  air  by  natural  means,  satisfactory  ventilation  may  be 
assured. 

The  adoption  of  these  recommendations  only  will  not  necessarily  result 
in  satisfactory  hospital  ventilation;  nor  is  it  suggested  that  these  recom- 
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mendations  should  be  adopted  universally.  The  ventilation  of  a  hospital 
is  affected  by  the  character,  grouping,  and  exposure  of  its  buildings,  by 
the  arrangement  of  rooms  and  of  patients’  beds,  the  manner  in  which 
windows,  doors,  and  ducts  are  related  to  each  other  and  to  elevator  shafts, 
corridors,  stairways,  beds,  plumbing  fixtures,  ranges,  and  sterilizers.  The 
distance  between  ward  beds  is  a  far  more  critical  factor  than  total  air 
space.  Indeed,  the  distance  between  beds  occupied  by  the  sick  decisively 
determines  the  bacterial  cleanliness  or  safety  of  the  air  which  the  indi¬ 
vidual  patient  breathes.  But  the  most  important  single  element  or  influence 
in  hospital  ventilation  is  human  behavior,  and  without  a  full  understand¬ 
ing  of  the  human  equation  in  the  case,  successful  hospital  ventilation  is 
impossible. 

When  hospital  management  has  reached  a  point  where  it  gives  as 
much  thought  and  study  to  the  air  conditions  maintained  in  the  hospital 
as  it  does  to  the  practice  of  asepsis,  personal  hygiene,  dietetics,  and  other 
preventive  and  therapeutic  measures,  the  lost  art  of  hospital  ventilation 
will  again  be  found. 


8 


Hospital  Corridor 


Hospital  corridors  are  of  many  kinds.  They  may  be  wide  and  hand¬ 
some,  or  narrow  and  ugly.  They  may  be  colorful  or  drab,  inviting  or 
repellent.  They  may  be  tight  alleyways  between  parallel  rows  of  rooms, 
or  broad  avenues  of  great  length  and  of  almost  independent  structure, 
affording  protection  against  the  weather  to  travelers  between  widely 
scattered  but  functionally  associated  hospital  buildings.  Along  them  pass 
wheeled  vehicles  bearing  mysterious  covered  cargoes,  animate  and  inani¬ 
mate,  the  breathing  bodies  of  men  snatched  from  the  jaws  of  death,  and 
the  still  remains  of  human  beings  for  whom  life  was  no  longer  possible. 
Governments  have  recognized  the  tendency  of  hospital  corridors  to  go 
wrong,  and  have  passed  laws  to  regulate  their  size  and  to  ensure  their 
safety,  while  hospital  boards  have  promulgated  ever  so  many  rules  to 
promote  their  reasonable  and  proper  use. 

The  corridor  of  a  hospital  may  be  viewed  subjectively  as  well  as 
objectively.  A  corridor  that  terrorizes  the  trembling  patient  on  his  way 
to  the  hazardous  ordeal  of  the  operating  room  (where  surgeons  confident 
of  their  skill  calmly  take  the  place  of  God)  smiles  benignantly  as  it  speeds 
a  parting  guest  on  his  triumphant  journey  to  home  and  loved  ones. 

Hospital  corridors  are  subject  to  many  uses  and  to  not  a  few  abuses. 
When  the  wards  of  a  public  hospital  are  filled  to  overflowing  and  cots 
are  set  up  in  the  corridor,  it  is  time  to  look  for  trouble;  for  under  these 
conditions  medical  examinations  are  apt  to  become  superficial,  and  nurs¬ 
ing  care  lax.  A  temporary  emergency,  causing  undue  pressure  on  a 
hospital’s  resources,  can  perhaps  not  be  met  in  any  other  way,  but  there 
is  always  the  danger  that  substandard  emergency  service  may  be  allowed 
to  crystallize,  may  be  tolerated  permanently  as  a  result  of  conditions 
negligently  assumed  to  be  beyond  human  control.  One’s  sympathies  go  out 
to  patients  who  are  the  unhappy  victims  of  such  unwarranted  defeatism. 

We  know  hospital  corridors  chiefly  by  their  sounds,  their  sights,  and 
their  smells.  There  are  hospital  corridors  in  which,  if  you  put  out  your 
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tongue,  you  can  almost  taste  the  cabbage  boiling  in  the  kitchen.  The 
sense  of  touch  contributes  little  to  our  ideas  of  the  hospital  corridor,  but 
in  the  case  of  nurses  the  muscular  sense  is  far  from  negligible.  A  nurse 
becomes  so  accustomed  to  a  hospital’s  odors  and  to  its  constantly  repeated 
noises  that  these  offenses,  so  irritating  to  visitors  and  to  patients,  cease  in 
time  to  make  any  great  impression  upon  her;  but  as  the  day  wears  on 
and  the  nurse’s  corridor  mileage  mounts  up,  her  muscles  tell  her  plainly 
whether  the  corridor  floor  is  hard  or  soft. 

It  is  the  ambition  of  every  hospital  to  achieve  silence,  at  least  in  those 
of  its  corridors  which  adjoin  the  rooms  of  the  sick;  this  is  an  ambition 
that  no  hospital  ever  quite  succeeds  in  realizing.  Thoughtless  nurses  will 
gossip  in  the  corridor,  even  if  a  perfectly  suitable  sitting  room  is  available 
for  their  use;  and  the  spontaneous  outbursts  of  spirited  children  cannot 
always  be  suppressed,  even  by  a  stern  hospital  administration.  From  open 
doors  along  the  corridor  come  a  multitude  of  discordant  sounds:  the 
clatter  of  dishes  and  utensils,  the  noise  of  running  water,  the  commanding 
voice  of  a  surgeon,  the  soothing  voice  of  a  nurse,  exclamations  of  joyful 
greeting  as  a  patient  is  seen  by  a  relative  or  friend  for  the  first  time  after 
some  trying  ordeal,  the  moans  of  a  sufferer,  the  sobs  of  the  bereaved,  the 
ringing  of  telephone  bells,  the  rasping  sound  of  a  signal  buzzer,  the  harsh 
grinding  of  a  floor-polishing  machine,  the  whir  of  a  vacuum  cleaner,  and 
the  radio’s  varied  and  far  too  generous  contribution  of  oratory,  jazz, 
symphonic  orchestra,  drama,  choral  singing,  salesmanship,  piano  solo, 
stock  market  report,  and  dialect  story.  In  the  corridor  itself  a  door  slams; 
a  porter  pushing  an  empty  stretcher  rushes  by;  visitors  greet  each  other 
in  their  several  manners;  a  probationer  laughs  at  an  intern’s  jest;  a 
moving  dish  cart  rattles;  the  hum  of  elevator  machinery  is  heard.  Through 
an  open  window  come  the  grinding  and  sputtering  of  an  automobile  as 
it  gets  off  to  a  clumsy  start,  the  blare  of  automobile  horns  in  defiance  of 
police  regulations  mercifully  designed  to  protect  the  hospital  “zone,”  the 
clatter  of  children  on  roller  skates,  the  clanging  bell  of  an  arriving  ambu¬ 
lance.  To  sounds  like  these,  many  of  which  pass  unnoticed  by  healthy 
persons  inured  to  the  noise  and  bustle  of  urban  life,  the  sensitive  nerves 
of  the  sick  respond  painfully,  and  one  is  not  surprised  to  learn  that  the 
complaint  which  hospital  administrators  hear  most  frequently  is  that  of 
irritating  noises. 

Antinoise  devices  which  tend  to  alter  corridor  conditions  for  the  better 
are  extremely  numerous.  Besides  details  of  planning,  such  as  elevator  and 
kitchen  vestibules  or  double  doors  and  double  partitions  with  air  spaces 
between,  efforts  to  combat  the  evil  of  noise  include  many  kinds  of  struc¬ 
tural  elements:  items  of  floor,  wall,  and  ceiling  finish;  window  ventilators 
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which  absorb  and  subdue  sounds  originating  outside  the  building;  rubber- 
tired  invalid  chairs,  rubber  guards,  and  automatic  door  checks.  The 
makers  of  glass,  wood,  metal,  enamel,  and  bakelite  signs  have  earned 
substantial  incomes  from  the  manufacture  of  corridor  signs  appealing  for 
silence,  and  electricians  from  their  illumination.  Boards  of  trustees  in 
solemn  conclave  have  discussed  the  most  effective  wording  of  placards 
appealing  to  visitors  for  sympathetic  co-operation,  and  the  failure  of  the 
public  to  heed  the  admonitions  and  appeals  thus  addressed  to  it  has 
lowered  the  self-esteem  of  more  than  one  amateur  psychologist. 

Hospital  corridors  have  their  virtues,  but  the  ability  to  keep  a  secret 
is  not  one  of  them.  They  seem  to  take  a  perverse  delight  in  disseminating 
both  sounds  and  odors.  Whisper  to  a  hospital  corridor,  and  unless  its  ceil¬ 
ing  and  part  of  its  walls  have  been  carefully  coated  with  sound-deadening 
material,  it  is  apt  to  shout  back.  The  hospital  corridor  respects  man’s 
sense  of  smell  and  encourages  it.  Let  the  most  minute  quantity  of  scented 
air  escape  into  a  remote  hospital  corridor  and  in  an  incredibly  short  time 
the  scent  will  be  noticed  by  every  visitor  who  enters  the  distant  front  door. 
Individual  hospital  odors  are  often  distasteful  enough,  but  when  odors 
of  clinical,  culinary,  chemical,  pharmaceutical,  surgical,  and  anatomical 
origin  mingle,  the  result  is  a  compound  which  most  people  find  at  least 
as  annoying  as  the  emanations  of  a  slaughterhouse. 

An  eminent  surgeon  once  walked  into  the  office  of  a  hospital  superin¬ 
tendent  that  was  situated  at  the  end  of  a  long  corridor.  Upon  entering 
the  office,  he  cordially  grasped  the  superintendent’s  hand  and  said,  “Let 
me  congratulate  you  on  your  wonderful  hospital.”  “But,”  said  the  superin¬ 
tendent,  “you  can  hardly  be  serious;  you  have  not  yet  seen  the  hospital.” 
“No,”  said  the  surgeon,  “but  I  have  smelled  it.” 

The  olfactory  sense  of  human  beings  is  as  acute  as  it  ever  was,  and, 
happily,  earnest  efforts  are  now  made  by  architects  and  others  to  avoid 
unduly  offending  it.  Governments  have  learned  that  certain  taxes  are 
most  readily  collected  at  the  source,  and  hospital  architects  are  learning 
that  hospital  odors  are  most  easily  disposed  of  where  they  originate.  A 
good  deal  of  strategy  is  employed  to  prevent  the  patient’s  room  or  cubicle, 
the  chemist’s  crucible,  the  cook’s  stock  pot,  the  dissecting  table,  and  the 
anesthetizing  room  from  divulging  their  peculiar  occupational  secrets  to 
the  notoriously  telltale  hospital  corridor. 

A  student  of  hospitals  will  some  day  produce  a  voluminous  history  of 
the  memorial  tablets  which  architects  are  compelled  to  place  in  hospital 
corridors  as  permanent  memorials  to  the  benefactors  of  the  sick  or  their 
near  relations.  The  managers  of  drives  for  hospital  funds  delight  in  put¬ 
ting  a  price  on  bronze  and  marble  tablets  and  “selling”  them  to  the  well 
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to  do.  In  older  hospitals  it  was  customary  to  place  the  memorial  tablets 
in  the  wards,  but  latterly  the  idea  has  prevailed  that  the  occupants  of 
ward  beds  do  not  enjoy  reading  memorial  inscriptions,  and  the  corridor 
is  nowadays  accepted  as  a  more  appropriate  place  for  tablets  bearing 
such  inscriptions.  The  design  and  placement  of  corridor  tablets  is  an  art 
that  merits  cultivation;  many  an  otherwise  pleasing  corridor  has  suffered 
the  loss  of  its  charm  through  the  inappropriate  size  or  color  or  the  injudi¬ 
cious  placement  of  one  or  more  memorial  tablets. 

The  rhythm  of  night  and  day  cannot  be  ignored  with  impunity  either 
by  human  beings  or  by  the  hospital  corridor.  The  day  is  for  work,  the 
night  is  for  rest.  To  both  man  and  corridor,  acute  sickness  at  night,  which 
cannot  always  be  avoided,  is  particularly  disturbing.  While  the  tired 
sleeper  can  often  prolong  his  rest  until  the  morning  is  far  advanced,  the 
hospital  corridor  has  no  such  privilege,  for  the  demands  of  the  sick  are 
inexorable  and  at  an  early  hour  the  hospital  corridor  must  begin  its  daily 
grind,  every  day  in  the  year,  Sundays  and  holidays  included. 

At  its  best,  the  hospital  corridor  at  night  will  resemble  a  cool  sum¬ 
mer’s  night  out  of  doors,  but  not  a  night  when  the  moon  is  full;  corridor 
night  lights  should  be  no  brighter  than  stars.  The  night  air  of  the  corridor 
should  be  fresh  (air  from  the  open  window  is  best),  moderately  cool,  and 
in  slow  motion.  At  night,  the  movements  of  discreet  nurses  in  the  corridor 
can  barely  be  heard ;  their  footfalls  are  almost  noiseless — the  light  contact 
of  rubber  sole  and  heel  with  rubber  floor  resembles  the  almost  imper¬ 
ceptible  footfall  of  a  cautious  animal  prowling  in  the  forest.  The  rustle  of 
the  nurse’s  dress  is  like  the  soft  stir  of  a  gentle  breeze. 

Let  the  hospital  architect  always  remember  that  if  he  treats  the  hos¬ 
pital  corridor  considerately,  it  will  respond  by  serving  the  sick  faithfully 
and  well;  but  that  if  it  is  treated  scornfully,  it  is  certain  to  make  its  help¬ 
less  neighbors  pay.  The  very  least  that  any  hospital  can  do  for  its  patients 
is  to  provide  them  with  good  corridors.  If  a  man  is  as  old  as  his  arteries, 
a  hospital  is  only  as  good  as  its  corridors;  it  may  be  a  little  worse,  but  it 
is  almost  certain  not  to  be  any  better. 
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Allegheny  General  Hospital  * 

WITH  YORK  &  SAWYER,  and  G.  W.  ZULAUF,  M.D. 


I  Rising  to  a  height  of  twenty  stories,  the  Allegheny  General  Hospital 
t  ttands  out  conspicuously  far  above  the  treetops  of  the  parkway  on  North 
|  Avenue.  The  units  of  the  structure  consist  of  the  main  hospital  building, 
)  he  nurses  home,  the  power  house,  and  the  William  H.  Singer  Memorial 
i  laboratory  for  medical  research  (on  the  third  floor  of  the  main  building) . 
Ijpie  buildings  occupy  an  irregular  plot  of  about  three  and  a  half  acres, 
with  a  southerly  frontage  of  302  feet  and  a  depth  of  approximately 
(1,92  feet. 

The  hospital  has  a  capacity  of  600  beds;  its  outpatient  department 
■will  easily  accommodate  100,000  and,  when  expanded  according  to  the 
3  dan,  1 50,000  patients  per  year.  The  hospital  limit  of  600  beds  was  fixed 
j  fter  careful  research,  which  demonstrated  that  600  beds  is  an  economical 
1  anit  to  administer  and  that  it  is  susceptible  of  advantageous  departmental 
f  lassification. 

Architecturally,  the  building,  while  striking  in  appearance,  was  not 
[ominated  by  the  idea  of  monumental  effect.  Although  a  beautiful  struc¬ 
ture  of  well-proportioned  masses  was  sought,  the  needs  of  an  efficient 
]  organization  for  the  care  of  the  sick  determined  the  hospital’s  size,  and 
|  he  same  needs,  together  with  the  functional  interrelations  of  the  hos- 
departments  and  the  character  of  the  plot,  governed  the  shape  of 
e  building. 

The  building  consists  of  a  central  stem  45  feet  wide  and  250  feet  long, 
vith  its  long  axis  running  north  and  south.  This  central  part,  15  stories 
h  height,  is  surmounted  by  a  tower  containing  2  stories  of  hospital  space 
i  nd  a  3  story  penthouse  for  elevator  machinery,  ventilating  apparatus, 

<  nd  water  tanks;  it  is  flanked  on  either  side  by  three  projecting  wings — a 
i  entral  wing  of  8  stories  and  two  end  wings  of  3  stories  each.  The  free 
1  xposure  of  all  upper  or  patients  floors  is  an  outstanding  feature  of  the 
>lan. 

*  Pittsburgh,  Pennsylvania. 
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From  the  north  end  of  the  hospital  a  connecting  passage  extendi 
back  165  feet  to  the  nurses  home,  a  9  story  building,  192  feet  long,  wit! 
its  longitudinal  axis  running  east  and  west. 

The  design  of  the  hospital  is  based  on  the  Lombard  brick  architecture 
of  Northern  Italy.  This  style  lends  itself  admirably  to  the  varied  condition! 
of  mass  and  fenestration  that  a  modern  hospital  presents  and  has  the 
further  advantage  of  requiring  a  minimum  amount  of  cut  stone  work 
The  decorative  features,  such  as  the  cornices,  were  worked  out  in  bricl 
and  polychrome  terra  cotta  rather  than  in  stone. 

The  principal  features  of  the  plan  are  its  provision  for  light  and  ai 
everywhere,  and  the  ease  of  circulation  between  co-ordinate  departments 
Horizontal  travel  has  been  reduced  to  the  minimum  by  grouping  every 
thing  around  the  main  bank  of  elevators  at  the  center  of  the  building! 
This  main  bank  of  elevators  consists  of  two  elevators  for  private  patients 
two  for  ward  patients,  two  service  and  one  staff  elevator,  and  two  foot 
dumb-waiters. 

The  first  three  floors  and  basement  contain  chiefly  the  general  ad 
ministration  and  kitchen  service,  special  diagnostic  and  therapeutic  dei 
partments,  the  laboratories,  and  the  outpatient  division. 

In  the  subbasement,  in  addition  to  various  storerooms,  shops,  ann 
accommodations  for  mechanical  apparatus,  there  is  a  unit  for  the  manu 
facture  and  fitting  of  braces  and  plaster  casts.  At  the  south  end  of  th 
basement  is  the  receiving  and  emergency  department,  with  a  separat 
ambulance  entrance  at  grade;  this  section  is  used  for  all  emergency  casei 
and  also  for  the  reception  of  ward  patients  generally.  There  is  also  o: 
this  floor  a  separate  tonsil  and  adenoid  unit,  which  includes  a  separat 
operating  room  and  other  accessories,  serving  two  overnight  wards  c 
6  beds  each. 

A  large  portion  of  the  first  floor  is  devoted  to  administration,  wit:} 
entrances  to  the  main  departments  of  the  hospital.  A  special  departmer* 
is  provided  at  the  north  end  of  this  floor,  however,  for  the  accommodatio 
of  genitourinary  cases.  This  section  includes  two  complete  cystoscopi- 
rooms  and  several  small  wards  with  complete  accessories. 

The  outpatient  department  occupies  part  of  the  first  floor  and  th 
whole  second  floor  of  the  southerly  wing.  The  entrance  to  this  departmer 
is  on  the  first  floor,  where  there  are  also  a  large  waiting  room,  a  sociaj< 
service  department,  and  the  children’s  clinic.  On  the  second  floor  then] 
are  outpatient  units  for  surgery,  medicine,  orthopedics,  gynecology,  an:, 
diseases  of  the  eye,  ear,  nose,  and  throat.  Here  too  is  a  dental  departmen 
conveniently  located  for  both  hospital  and  dispensary  patients.  The  x-ra 
department  is  also  on  this  floor,  in  a  separate,  centrally  located  win;/ 
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Fig.  3.  Second  Floor  Plan,  Allegheny  General  Hospital,  Pittsburgh,  Pennsylvania. 

York  &  Sawyer,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 
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where  it  enjoys  complete  privacy;  it  includes  rooms  for  roentgenography, 
fluoroscopy,  superficial  and  deep  x-ray  therapy,  examination  of  fractures, 
and  cystoscopy.  A  storeroom  is  provided  for  the  current  film  supply. 

The  physiotherapy  department  at  the  north  end  of  the  second  floor 
includes  a  complete  hydrotherapy  unit,  as  well  as  various  rooms  for  elec¬ 
trical  and  other  treatments,  and  a  large  room  for  corrective  exercises. 
The  cardiography  department  on  this  floor  is  connected  by  special  wiring 
to  the  patients’  floors. 

A  kitchen  for  private  patients,  as  well  as  the  special  diet  kitchen,  is 
also  housed  on  the  second  floor.  The  main  hospital  kitchen  is  on  the  third 
floor,  directly  above  the  private  patients  kitchen,  and  adjoins  the  nurses, 
the  staff,  and  other  dining  rooms.  Dining  rooms  for  the  domestic  help 
are  in  the  basement.  The  food  supplies  are  brought  in  on  the  ground  floor 
level  directly  below  the  two  large  kitchens,  are  stored  there  in  bulk,  and 
are  distributed  by  local  and  exclusive  elevator  service  to  the  kitchens  as 
they  are  needed. 

The  main  section  of  the  Singer  Research  Laboratory  occupies  the 
entire  north  end  of  the  third  floor  and  includes  departments  for  pathology, 
bacteriology,  serology,  and  autopsy  work.  Additional  departments  for 
chemistry  and  for  a  variety  of  laboratory  purposes,  as  well  as  a  large 
lecture  room,  are  on  the  floors  below.  The  Singer  Laboratory  has  been 
carefully  planned  to  meet  the  requirements  both  of  hospital  routine  and 
of  research. 

The  south  end  of  the  third  floor  contains  quarters  for  the  house  staff. 
Above  this  level,  well  removed  from  street  annoyances,  begin  the  patients 
floors. 

On  the  fourth  floor  is  a  children’s  department  with  separate  units 
for  medicine,  surgery,  and  orthopedics.  Separate  departments  are  also 
maintained  for  preliminary  observation  or  detention  and  for  the  more 
prolonged  isolation  of  contagious  cases.  Ample  solariums  and  flat  roof 
space  are  provided  for  outdoor  treatment.  A  small  classroom  and  kinder¬ 
garten  is  maintained  for  cases  of  longer  duration.  A  number  of  private 
rooms  with  baths  are  provided  in  one  of  the  wings;  these  may  be  used 
either  for  patients  or  for  mothers  of  sick  children  who  choose  to  become 
the  hospital’s  guests. 

Medical,  gynecological,  and  metabolism  wards  are  on  the  fifth  floor; 
surgical  and  orthopedic  wards,  on  the  sixth.  Many  of  the  smaller  wards 
and  patients’  rooms  on  these  floors  are  interchangeable,  and  interdepart¬ 
mental  courtesy  will  be  invoked  to  meet  special  temporary  needs.  The 
flexibility  of  the  ward  plan  is  one  of  its  most  important  characteristics. 

The  seventh  floor  is  given  over  entirely  to  semiprivate  patients. 


Fig.  6.  Main  Pavilion,  Kings  County  Municipal  Hospital,  Brooklyn,  New  York,  1933. 

(See  page  315.) 

Department  of  Hospitals,  J.  G.  William  Greeff,  M.  D.,  Commissioner;  LeRoy  P.  Ward,  Architect; 

and  S.  S.  Goldwater,  M.D.,  Consultant. 
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Spacious  curtained  cubicles  in  wards  of  small  capacity  and  generous 
solariums  and  social  spaces  prevail.  It  cannot  be  said  that  the  Allegheny 
General  has  failed  to  provide  for  the  patient  of  moderate  means. 

The  operating  rooms  occupy  the  eighth  floor.  They  number  eight 
major  operating  rooms  with  the  usual  supporting  rooms  for  sterilizing, 
scrub-up,  and  anesthesia,  and  separate  rooms  for  plaster  work  and  tissue 
examination.  The  lighting  system  is  such  that  uniformly  satisfactory  illu¬ 
mination  will  be  available  day  and  night,  in  all  weathers  and  seasons.  The 
central  sterilizing  plant  for  the  hospital  is  on  this  floor.  In  the  east  wing 
is  a  large  assembly  room  to  be  used  for  lectures  and  chapel  services.  There 
is  also  a  spacious  medical  library. 

The  ninth  to  thirteenth  floors  are  devoted  entirely  to  miscellaneous 
private  patients.  Each  floor  contains  twenty-five  private  rooms,  of  which 
six  have  private  baths,  ten  have  private  toilets,  and  the  remainder  have 
individual  lavatories.  The  elevators  open  directly  opposite  the  nurses9 
station  on  each  of  these  floors,  and  the  solarium  is  close  by,  an  arrange¬ 
ment  that  is  practical  and  pleasant.  Each  floor  has  its  own  serving  kitchen, 
a  flower  room,  a  utility  room,  and  other  service  rooms.  The  corridors  that 
lead  to  the  patients5  rooms  are  separated  by  doors  from  the  central  eleva¬ 
tor  lobby,  to  ensure  quiet  for  the  patients.  All  rooms  have  either  south, 
east,  or  west  exposure  and,  they  are  high  up,  enjoying  an  unobstructed 
outlook. 

Private  patients  and  their  visitors  are  able  to  enter  the  hospital  through 
a  separate  entrance,  marked  by  a  porte-cochere,  at  the  west  end  of  the 
first  floor  of  the  central  wing.  From  a  generous  entrance  lobby  a  corridor 
leads  directly  to  the  elevators  for  private  patients,  which  are  shut  off  from 
the  lobby  for  ward  patients,  so  that  private  patients  or  their  visitors  may 
go  directly  to  the  private  patients  floors  without  coming  in  contact  with 
the  ward  patients  or  with  any  of  the  activities  of  the  hospital. 

The  two  top  floors  of  the  main  stem  are  assigned  to  the  obstetrical 
service.  Above  these  floors,  in  the  tower,  is  the  delivery  suite  for  ward, 
semiprivate,  and  private  maternity  patients.  There  are  three  delivery 
rooms  and  various  auxiliary  rooms.  The  obstetrical  division  contains  19 
ward  beds,  4  semiprivate  beds,  1 1  small  rooms  for  patients  of  moderate 
means,  and  1 9  large  private  rooms.  There  are  three  general  nurseries,  one 
for  newborn  infants  of  ward  patients,  and  two  for  infants  of  private 
patients,  and  several  additional  isolation  rooms  for  infants. 

The  nurses  home  is  connected  with  the  main  hospital  building  by  a 
subway  leading  to  a  subbasement  of  the  nurses  residence.  In  the  right 
wing,  up  a  short  flight  of  stairs  from  the  connecting  passage,  is  the  recrea¬ 
tion  room.  In  the  left  wing  is  the  auditorium  which  has  a  stage  and  a 
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Fig.  4.  Eighth  Floor  Plan,  Allegheny  General  Hospital,  Pittsburgh,  Pennsylvani 
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Fig.  5.  Tenth  to  Twelfth  Floor  Plan,  Allegheny  General  Hospital,  Pittsburgh,  Pennsylvania. 
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booth  for  a  motion  picture  projector.  Entertainments  given  here  may  be 
carried  over  the  radio  circuits  to  the  head  sets  and  loud  speakers  that  are 
installed  in  every  bedroom  and  ward  of  the  hospital. 

On  the  first  floor  of  the  nurses  building  are  the  living  rooms  for  stu¬ 
dents,  one  for  graduate  nurses,  four  reception  rooms,  and  a  library.  The 
teaching  department,  comprising  a  reference  library  and  study,  a  science 
laboratory,  a  large  lecture  room,  a  small  lecture  room,  a  dietetic  labora¬ 
tory,  a  demonstration  room,  and  offices  for  the  instructors  are  on  the 
second  floor.  The  third  to  the  ninth  floors,  inclusive,  are  given  over  to 
rooms  for  the  graduate  and  student  nurses,  about  45  persons  being  accom¬ 
modated  on  each  floor.  In  addition  to  bedrooms  and  bathrooms,  a  sitting 
room,  a  trunk  room,  and  a  kitchenette  are  available  on  each  floor. 

The  ventilating  system  of  the  new  hospital  was  designed  to  obviate 
effectively  the  well-known  lay  comment,  “that  hospital  odor.”  The  system 
involves  a  number  of  stations  from  which  the  air  must  be  exhausted,  and 
a  maze  of  ducts  that  travel  independently  as  tributaries,  making  their  way 
to  their  own  major  duct.  Every  duct  designated  for  a  particular  station, 
however,  flows  strictly  toward  its  own  kin.  For  example,  the  kitchen 
system  is  entirely  separate  from  every  other.  The  ducts  of  the  operating 
suites  are  carried  independently  up  to  the  fifteenth  floor  to  their  fans, 
while  the  ducts  for  the  delivery  rooms,  which  are  on  the  sixteenth  floor, 
terminate  on  the  eighteenth  floor. 

An  emergency  lighting  system  serves  the  accident  emergency  room 
in  the  basement,  the  operating  rooms,  and  the  delivery  rooms.  An  alter¬ 
nating  current  line  runs  directly  from  the  transformer  vault  to  the  six¬ 
teenth  floor.  This  eliminates  any  possible  lapse  of  time  in  switching  from 
one  current  supply  to  another,  since  automatic  throw  switches  replace 
those  usually  operated  by  human  hands.  In  the  event  of  trouble  in  the 
feeder  lines  on  the  hospital  side  of  the  switchboard,  a  greater  factor  of 
safety  is  also  assured  by  having  an  independent  line.  The  current  auto¬ 
matically  reverts  to  direct  current  when  the  hospital’s  power  plant  func¬ 
tions  again.  The  hospital  is  thus  permanently  assured  against  the  absence 
of  light  at  a  critical  moment. 

A  special  type  of  lighting  has  been  selected  for  the  operating  rooms. 
This  is  formed  by  prismatic  plates  of  glass  with  quarter  concentric  prisms 
arranged,  when  used  in  groups  of  four,  to  form  one  large  lens  24^4  inches 
square,  having  a  125/2  inch  focus.  This  type  of  lighting  is  extremely 
flexible  and  permits  of  the  finest  adjustments. 

The  hospital  is  equipped  with  a  central  refrigerating  system  supple¬ 
mented  by  scores  of  scattered  independent  electric  refrigerators.  The 
central  system  is  not  used  above  the  third  floor  because  of  the  practical 
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difficulties  in  the  circulation  of  brine  above  that  point.  Insulated  rooms 
for  food  storage  are  on  the  first  floor. 

The  fixed  equipment  includes  230  sterilizers  and  hundreds  of  cabinets 
made  of  metal  with  noncorrosive  metal  trimmings — instrument  cabinets 
with  enclosed  and  dustproof  compartments,  ventilated  specimen  cabinets, 
x-ray  viewing  cabinets,  clinical  record  cabinets,  pneumatic  tube  cabinets, 
and  towel  drying  cabinets. 

The  water  system,  patterned  after  the  one  used  for  a  number  of 
years  in  the  old  Allegheny  General  Hospital,  reclaims  for  use  in  the 
laundry  and  for  the  make-over  in  the  boilers  all  the  water  from  the  am¬ 
monia  condensers  and  from  the  cooling  system  of  the  hot  water  sterilizer. 

For  the  three  buildings — main  hospital,  nurses  home,  and  power 
house — there  are  a  total  of  eighteen  elevators,  each  carefully  adapted  to 
its  specific  use.  In  the  main  building  seven  elevators  travel  to  the  upper 
floors.  Four  full  automatic  elevators  of  the  gearless  traction  type  are 
operated  from  a  push  button  bank  in  each  car,  which  registers  the  calls 
of  entering  passengers  and,  through  the  central  mechanism,  automatically 
slows  down  and  stops  the  car  at  the  floor  for  which  a  call  has  been  regis¬ 
tered,  either  from  within  the  car  or  through  a  corridor  push  button.  When 
the  car  lands  at  the  floor,  the  doors  open  automatically  through  electric 
door-operating  units. 

The  selection  of  materials  for  floors  was  an  important  problem  to 
which  careful  consideration  was  given  from  the  standpoint  of :  appear¬ 
ance,  sanitation,  comfort,  maintenance,  noiselessness,  fire  resistance,  acid 
and  alkali  resistance,  and  ease  of  repair.  To  meet  these  conditions,  many 
different  kinds  of  flooring  were  chosen.  The  floors  subjected  to  average 
traffic  are  of  terrazzo.  Where  sanitation  is  of  primary  importance,  as  in 
the  eight  operating  rooms,  the  delivery  rooms,  and  the  emergency  depart¬ 
ment,  gray  vitreous  floor  tiles  are  used  while  the  wainscots  are  of  mat- 
glazed  gray  wall  tile. 

An  adequate  and  comprehensive  description  of  this  important  group 
of  buildings  would  require  a  volume  of  substantial  size.  In  the  present 
account,  it  has  been  necessary  to  pass  over  innumerable  details  of  con¬ 
struction  and  equipment  which  have  an  important  bearing  on  hospital 
administration.  A  minute  examination  of  the  plant  is  recommended  to 
the  student  of  hospital  construction.  For  the  general  reader,  the  broader 
aspects  of  the  plan,  to  which  reference  has  already  been  made,  are  sum¬ 
marized  as  follows : 

(7)  The  main  hospital  is  a  compact  mass,  covering  a  small  ground 
area  and  rising  to  a  comparatively  great  height.  (2)  Five  major  entrances 
— private  patients,  ward  patients,  outpatients,  merchandise,  and  the 
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Singer  Laboratory — share  the  first  floor  level  and,  while  separate,  ar 
carefully  interrelated.  (3)  The  general  effect  is  that  of  a  pyramidal  mas< 
in  which  the  wider  spread  of  the  lower  floors  affords  an  opportunity  fc 
accommodating  the  service  and  administrative  departments  that  requii 

(а)  ready  street  access,  (b)  extensive  floor  areas,  (c)  close  relations  1 
lines  of  communication  (in  this  case  vertical,  that  is,  elevator  shaft' 
with  interrelated  departments.  (4)  The  diagnostic  and  therapeutic  di\ 
sions  are  equally  accessible  to  inpatients  and  outpatients.  (5)  Separa 
solariums  or  fresh  air  spaces  are  provided  for  children,  for  adult  me 
and  female  ward  patients,  and  for  semiprivate  and  private  patien 

(б)  A  completely  classified  children’s  hospital  is  spread  over  a  sin£ 
floor,  divided  into  a  number  of  carefully  segregated  sections.  (7)  T 
privacy  of  the  maternity  service  is  guarded,  and  the  danger  of  the  cc 
tamination  of  maternity  patients  is  minimized  by  the  assignment  of  t 
top  stories  to  this  department.  (8)  The  operating  rooms  are  assembl 
on  a  separate  floor,  with  surgical  wards  directly  below  and  private  roo: 
directly  above — thus  reducing  patients’  travel  to  and  from  the  operati 
rooms  to  a  minimum.  The  operating  rooms  are  grouped  in  pairs, 
facilitate  the  planned  activities  of  surgical  teams.  (9)  The  semipriv; 
service  has  been  fitted  to  a  carefully  estimated  need.  ( 10 )  Nurses’  c< 
trol  stations  and  service  rooms  for  each  clinical  division  have,  as  far 
possible,  been  placed  in  strategic  positions.  (11)  The  importance  of  1 
private  patients  service  was  believed  to  justify  providing  for  this  dep<: 
ment  (a)  separate  entrance  and  reception  rooms,  (b)  separate  elevs 
service,  and  (c)  separate  kitchen  service. 

It  might  be  said  that  the  Allegheny  General  Hospital  consists  of  1 
separate  hospitals,  one  for  ward  patients  and  one  for  private  patients,  v 
the  latter  superimposed  on  the  former,  with  both  divisions  sharing  e\ 
hospital  facility  that  can  be  advantageously  shared,  while  each  enj 
separately  all  that  is  essential  to  the  comfort  and  well-being  of  the  spe 
clientele  it  serves. 
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rebuilding  of  the  Kings  County  Hospital  marked  the  crowning 
'  ivement  in  the  growth  of  a  metropolitan  institution  which  is  more 
a  century  old.  The  placing  of  the  new  central  building  was  carefully 
j  dered  so  that  full  advantage  might  be  taken  of  the  natural  landscape 
bilities.  The  building  is  located  about  120  feet  from  the  adjacent 
Dughfare,  thus  ensuring  relative  freedom  from  street  noises  as  well  as 
t  iding  an  opportunity  for  a  spacious  landscape  treatment.  A  stone- 
d  terrace,  40  feet  wide,  extends  the  full  length  of  the  facade.  The 
nds  were  richly  endowed  with  tall  and  shapely  shade  trees  and  many 
.ese  have  been  preserved.  New  trees  and  shrubs  were  planted  which 
Dine  with  the  lawns  and  winding  paths  to  give  a  parklike  quality  to 
grounds. 

7he  building  itself  presents  an  original  architectural  composition 
in  mass  and  detail.  Its  plan  is  such  that  the  free  exposure  of  the 
Is  to  sun  and  air  is  ensured,  and  short  lines  of  corridor  in  the  com- 
ication  guaranteed.  The  “modern”  style  of  architecture  was  em- 
2d,  that  is,  consideration  of  function  was  uppermost  in  the  design 
e  building.  While  the  term  “modern  architecture”  is  a  confusing  one, 
ay  safely  be  said  that  the  simple  wall  surfaces  and  the  fenestration 
throughout  permit  greater  elasticity  in  meeting  the  exigencies  of 
srn  hospital  planning  than  do  the  less  flexible  styles,  whether  these 
oman,  French  Renaissance,  or  Colonial,  all  of  which  are  more  or  less 
t  d  by  the  use  of  special  motifs  for  their  proper  expression.  The  style 
«e  architecture  of  Kings  County  Hospital  is  the  natural  outgrowth  of 
IJtempt  to  meet  the  conditions  of  hospital  planning  frankly  and  simply. 
f  ?he  walls  are  of  variegated  rose-colored  brick  of  rough  texture.  The 
4  trim,  used  sparingly,  is  warm  gray  limestone.  The  base  of  the  build- 
6  pink  granite.  The  tower  roofs  are  covered  with  rough-textured  tile, 
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varying  in  color  from  buff  to  reddish  brown.  The  porches  were  given  a 
distinctive  treatment  and  were  constructed  of  metal  of  decorative  design. 

The  new  main  building  has  a  frontage  of  approximately  415  feet 
and  a  depth  of  approximately  320  feet.  The  plan  shows  a  high  central 
unit  flanked  by  high  wings.  The  central  portion  and  two  wings  are  con¬ 
nected  across  the  front  and  elsewhere  by  low  units.  Each  of  the  wings  is 
approximately  no  feet  high;  the  central  unit,  approximately  150  feet 
high.  Above  the  flat  roofs  rise  towers  with  sloping  roofs,  the  central  tower 
dominating  the  composition  as  a  whole  and  containing  water  tanks,  ele¬ 
vator  machinery,  and  ventilating  blowers. 

The  building  is  of  standard  steel  frame  construction  with  solid  brick 
curtain  walls  and  tile  furring,  thoroughly  waterproofed.  The  floor  con¬ 
struction  is  generally  of  cinder  concrete  arch  construction,  the  finished 
floors  of  terrazzo,  tile,  linoleum,  or  rubber  tile,  the  choice  of  materials 
depending  on  local  need  and  function.  The  walls  and  ceiling  are  plastered 
throughout.  Ceilings  are  suspended,  ensuring  the  concealment  of  piping 
which,  however,  has  been  made  generally  accessible.  Tile  wainscot  was 
installed  in  service  rooms,  toilet  rooms,  and  operating  rooms.  In  the  treat¬ 
ment  of  entrance  halls  and  waiting  rooms  an  effort  was  made  to  achieve 
a  combination  of  taste  and  practicality  in  a  manner  suggesting  hospitality. 
The  mechanical  equipment  of  the  building  consists  of  a  steam  heating 
system,  high  pressure  steam  system  for  sterilizers  and  other  equipment, 
and  electric  systems  for  power  and  light,  call  systems,  electrocardiograph, 
and  portable  x-ray  outfits. 

The  patients  occupy  the  three  major  wings  of  modified  I  shape, 
assigned,  respectively,  to  men,  women,  and  children.  Their  long  axis 
extends  from  north  to  south,  and  the  distance  between  the  buildings  is 
so  great  that  direct  sunlight  can  enter  every  ward. 

Facilities  for  outdoor  treatment  were  emphasized  to  an  unusual 
degree.  In  many  hospitals  one  finds  a  single  veranda  or  loggia  in  connec¬ 
tion  with  a  hospital  ward.  At  Kings  County,  each  ward  has  two  separate 
outdoor  spaces — one  directly  connecting  with  the  main  ward,  the  other 
adjoining  a  spacious,  enclosed  sun  room.  Thus  the  classification  of  patients 
into  those  who  are  acutely  ill  and  require  the  constant  supervision  of 
nurses,  and  those  who  are  convalescent  and  do  not  need  the  same  degree 
of  intensive  care,  which  is  frequently  made  in  the  planning  of  hospital 
wards,  is  extended  in  the  Kings  County  Hospital  to  the  outdoor  sections 
as  well.  This  separation  of  the  acutely  sick  from  the  convalescent  con¬ 
stitutes,  it  is  believed,  an  important  contribution  to  effective  therapeutics 
as  well  as  to  the  comfort  of  the  sick. 

The  arrangement  of  the  hospital  wards  in  adjoining  pairs  is  another 
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distinctive  feature  of  the  Kings  County  Hospital.  The  object  is  to  provide 
an  intermediate  section  between  each  pair  of  wards,  which  may  be 
assigned  at  need  to  one  ward  or  the  other,  depending  upon  the  pressure 
to  which  the  individual  ward  is  subjected.  In  municipal  hospitals,  more 
than  in  hospitals  of  any  other  description,  the  demand  for  hospital  beds 
in  the  various  wards  and  departments  fluctuates  widely,  for  these  hospitals 
are  obliged  to  provide  accommodations  for  all  who  apply.  It  is  the  privi¬ 
lege  of  the  private  hospital  to  reject  or  to  refer  to  a  city  institution  a 
patient  for  whom  accommodations  cannot  conveniently  be  provided. 
Municipal  hospitals  cannot  do  this  and  where  they  have  been  built  accord¬ 
ing  to  an  inflexible  plan  the  result  has  been  either  a  loss  of  proper  clinical 
classification  and  orderly  handling  of  patients,  or  the  overcrowding  of 
some  wards  while  others  were  partly  unoccupied.  At  Kings  County,  the 
fluctuating  demand  for  beds  in  any  ward  can  be  cared  for  in  an  orderly 
way.  It  is  believed  that  these  arrangements  will  result  in  superior  care  for 
future  Kings  County  patients. 

Connected  with  each  typical  ward  unit  are  a  number  of  small  wards 
and  separation  rooms.  All  of  the  larger  wards  are  exposed  to  light  and 
air  on  three  sides.  Direct  connection  with  the  outer  air  is  provided  in  at 
least  two  sections  of  every  ward  corridor.  In  no  case  is  any  important 
service  room  so  far  removed  from  the  patients  to  be  served  as  to  put  any 
excessive  burden  upon  the  nurses.  For  special  examinations  and  for  treat¬ 
ments  that  cannot  with  propriety  or  with  maximum  comfort  be  carried 
out  in  the  wards  themselves,  at  least  one  treatment  room  for  every  ward 
unit  has  been  provided.  Convalescent  patients  who  are  out  of  bed  will 
not  be  obliged  to  eat  their  meals  in  the  sickroom,  but  will  be  served  in 
the  small  convalescent  dining  rooms  attached  to  the  wards. 

In  addition  to  all  the  comforts  which,  without  extravagance,  are 
provided  in  connection  with  the  ward  services,  the  patients  have  the  full 
use  of  wide  roof  spaces  where  there  are  glass-enclosed  sun  parlors,  covered 
shelters  open  at  the  sides,  and  wide,  uncovered  deck  spaces  suitable  for 
use  in  fine  weather. 

An  important  feature  of  the  new  hospital  building  is  the  receiving 
ward.  In  the  center  is  a  pleasant  reception  room  flanked  by  examining 
rooms  for  men  and  women,  respectively.  Adjoining  are  the  ambulance 
entrances  connecting  directly  with  the  examining  rooms  and  with  emer¬ 
gency  operating  rooms.  Separate  receiving  wards  are  provided  for  men, 
women,  and  children.  Every  precaution  has  been  taken  for  the  individual 
care  of  incoming  patients.  For  cases  of  doubtful  diagnosis  there  are  isola¬ 
tion  rooms.  The  receiving  wards  are  subdivided  into  small  units,  each 
bed  being  protected  either  by  cubicle  partitions  or  by  hung  curtains. 


Fig.  7.  First  Floor  Plan,  Main 
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Building,  Kings  County  Hospital, 
New  York. 
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On  the  ground  floor  of  one  of  the  major  wings,  directly  opposite  the 
receiving  wards,  provision  has  been  made  for  a  classified  outpatient 
service.  In  the  arrangement  of  the  outpatient  department,  or  dispensary, 
the  needs  of  each  clinical  department  have  been  separately  considered  in 
consultation  with  the  hospital  staff.  Space  assignments  have  been  made 
with  due  regard  to  the  relative  attendance  in  the  various  departments, 
allowance  being  made  for  rapid  expansion  of  this  service.  The  waiting 
rooms  in  the  dispensary  department  are  not  the  dismal  corridors  that  one 
finds  in  many  dispensaries,  but  are  small  pleasant  spaces  open  to  light 
and  air. 

In  the  children’s  department  of  the  dispensary,  individual  cubicles 
are  provided  for  children  and  their  mothers.  Connected  with  the  surgical 
clinic  is  a  series  of  individual  examining  and  treatment  rooms.  Quiet 
examining  rooms  have  been  arranged  for  the  medical  department,  where 
thorough  physical  examinations  can  be  made.  For  the  gynecological  and 
maternity  departments,  there  are  specially  arranged  dressing  rooms.  The 
eye,  ear,  nose,  and  throat  department  and  the  dental  department  are  as 
well  equipped  as  any  departments  of  this  kind  in  the  city. 

At  the  front  of  the  building  are  three  main  entrances;  the  central 
entrance  leads  to  the  administrative  department,  to  the  left  of  this  is  the 
outpatient  entrance,  and  to  the  right,  the  general  hospital  entrance.  The 
reception  rooms  for  visitors  and  for  ambulatory  hospital  patients  are 
ample  in  size  and  attractively  decorated.  Enough  space  has  been  pro¬ 
vided  for  a  sufficient  number  of  information  clerks  to  afford  prompt  and 
courteous  treatment  to  patients  and  their  friends.  A  visitors  corridor  leads 
directly  from  the  entrance  hall  to  the  main  cross  corridor,  which  in  turn 
affords  direct  access  to  the  three  central  elevator  stacks  serving  the  wards. 

The  children’s  wards  are  highly  subdivided  and  include  ample  sun 
rooms,  the  special  department  of  heliotherapy,  and  loggias  and  deck 
spaces  in  abundance.  The  first  of  the  children’s  wards  is  a  specially 
planned  detention  or  receiving  ward.  On  each  of  the  children’s  floors 
there  is  one  section  equipped  for  the  care  of  infants,  with  a  milk  formula 
room  serving  this  department.  Connected  with  each  pair  of  wards  is  a 
clinical  laboratory.  Waiting  alcoves  for  visitors  are  provided  at  the  en¬ 
trances  to  all  the  wards. 

The  maternity  section,  one  of  the  special  features  of  the  new  hospital, 
occupies  the  top  floors  of  the  women’s  building,  remote  from  any  other 
department  of  the  hospital  and  affording  the  utmost  quiet  and  privacy. 
The  labor  and  delivery  rooms  have  been  soundproofed  and  are  finished 
in  a  sanitary  manner. 

An  outstanding  feature  of  the  entire  scheme  is  the  second  floor  of  the 
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central  structure,  which  might  be  described  as  the  therapeutic  center  of 
the  entire  plant.  Here,  at  the  north  end,  are  the  eight  major  operating 
rooms  of  the  hospital.  South  of  the  central  connecting  corridor,  which 
joins  the  three  major  wings  of  the  hospital  on  the  ground,  first,  second, 
and  third  floors,  are  the  x-ray  department,  dental  department,  depart¬ 
ment  of  electrocardiography,  and  the  metabolism  rooms.  In  addition, 
there  are  special  treatment  rooms  for  minor  operative  cases  and  for  the 
surgical  treatment  of  ambulatory  patients;  these  adjoin  but  are  just  out¬ 
side  the  major  operating  rooms  section.  The  exclusion  of  this  latter  type 
of  patient  from  the  operating  corridor  proper  should  assist  in  maintaining 
perfect  asepsis  for  major  surgical  work. 

On  the  third  floor  of  the  central  section,  space  is  reserved  at  the 
north  end  for  a  fully  equipped  department  of  physiotherapy  and  for  occu¬ 
pational  therapy.  At  the  south  end  a  series  of  rooms  is  set  aside  for  a 
group  of  the  resident  staff  who  are  available  at  all  times,  day  and  night, 
for  emergency  duty.  This  is  considered  particularly  important  because 
the  principal  staff  house  is  comparatively  remote. 

Other  features  of  the  hospital  that  might  be  described  at  length,  if 
space  permitted,  are  kitchens,  dining  rooms,  offices,  and  storerooms.  The 
kitchen  is  centrally  placed,  only  a  short  distance  from  the  service  elevators. 
The  dining  rooms  for  the  domestic  help  are  above  the  main  kitchen. 

The  central  clinical  record  room  is  large  enough  to  accommodate  the 
accumulating  clinical  histories  of  the  hospital  for  many  years  to  come. 
The  importance  of  a  room  of  this  sort  in  a  convenient  location,  avoiding 
the  storage  of  records  in  remote  cellar  spaces,  will  be  appreciated  by 
hospital  administrators  who,  in  other  institutions,  have  long  felt  the  need 
of  adequate  accommodations  for  this  department. 

Patients5  clothing  will  be  hung  in  individual  bags  in  large  and  well- 
ventilated  basement  rooms.  Facilities  have  been  provided  for  the  steriliza¬ 
tion  of  mattresses  and  clothing. 

The  new  building,  which  has  a  normal  capacity  of  1,500  beds  and 
can  readily  accommodate  200  to  300  patients  more  without  crowding, 
replaces  ancient  structures  that  are  not  fire-resistant. 


Fig.  8.  Second  Floor  Plan,  Main 

Brooklyn, 
LeRoy  P.  Ward,  Architect; 
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Meadowbrook  Hospital # 

WITH  R.  POPE,  HIGGINS  &  EGGERS,  AND  W.  F.  MC  CULLOGH,  M.D. 


The  Meadowbrook  Hospital,  erected  by  the  County  of  Nassau  on  a 
sixty-acre  site  near  Hempstead,  stands  in  a  pleasant  countryside  and 
occupies  a  central  position  with  respect  to  the  county  it  serves. 

Since  the  institution  is  designed  for  development  as  a  public  general 
hospital  of  600  beds,  a  group  arrangement  was  adopted  with  a  view  to 
convenient  expansion  by  means  of  lateral  extensions  of  the  provisional 
structures.  On  the  accompanying  group  plan  it  will  be  seen  that  the 
buildings  are  placed  in  two  categories :  those  scheduled  for  immediate 
construction  and  those  to  be  erected  in  the  future.  The  first  construction 
includes  the  central  ward  or  patients  building,  a  composite  central  service 
building;  a  unit  for  contagious  diseases;  a  nurses  home;  a  structure  for 
housing  the  help,  laundry,  and  garage;  and  the  power  house.  Together, 
these  buildings  provide  all  the  elements  required  for  the  smooth  working 
of  a  200  bed  hospital. 

All  the  buildings,  those  now  built  as  well  as  the  ones  to  come,  will 
be  grouped  in  roughly  symmetrical  manner  about  a  general  north-south 
axis;  the  main  entrance  court,  which  will  be  formed  by  the  first  section 
of  the  nurses  home  and  the  subsequent  administration  building  and  west 
patients  building,  will  be  centered  upon  a  secondary  axis  running  east  and 
west.  An  abundance  of  elbow  room  has  permitted  the  use  of  buildings 
averaging  three  stories  in  height,  but  the  ultimate  spread  of  the  completed 
plan  will  be  no  greater  than  is  consistent  with  efficient  centralized  admin¬ 
istration.  The  first  ward  patients  building  and  the  supporting  central 
service  unit  are  separated  by  a  light  court  70  feet  wide,  but  since  they  are 
connected  by  a  corridor  at  every  floor  they  function  virtually  as  one. 
Other  parts  of  the  hospital  do  not  require  so  close  a  connection  as  this, 
but  they  are  nevertheless  to  be  interconnected  by  underground  passages. 

The  exterior  of  the  principal  Meadowbrook  buildings  has  been 

*  Meadowbrook,  Long  Island,  New  York. 
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designed  in  the  spirit  of  the  Greek  Revival.  Construction  is  of  reinforced 
concrete,  with  brick  walls  finished  in  two  tones  of  stucco  and  cast  stone 
trimmings.  The  hospital  is  planned  to  function  properly  upon  the  com¬ 
pletion  of  the  first  six  buildings,  but  architecturally  it  is  designed  with  a 
view  to  the  future.  In  other  words,  a  studied  effort  has  been  made  to 
prevent  unwarranted  expenditure  in  embellishing  those  buildings  which 
will  “bring  up  the  rear”  in  the  completed  group. 


MEADOWBROOK  HOSPITAL 

0.  u  n  v 


.  & 


A.  PATIENTS  &LCX3 

B. AITCHEN  4-OPSaATINO  4 

C.  CONTAGIOUS 

D.  NURSES  HOME 
IS.  HELPS  QUARTERS 

LAUNDRV  4CARAO E. 
f.  POWER.  MOUSE 
O. ADMINISTRATION 

H.l 


HELPS  QUARTERS 


Fig.  9.  Plot  Plan,  Meadowbrook  Hospital,  Long  Island,  New  York. 

Russell  Pope,  Higgins  &  Eggers,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 


The  orientation  of  the  group  provides  a  broadside  southern  exposure 
for  all  patients  buildings,  the  full  value  of  this  exposure  being  utilized  by 
assigning  the  entire  south  side  of  each  floor  to  patients,  while  elevators, 
stairs,  and  utilities  are  concentrated  on  the  north  side.  Of  60  beds  on  each 
typical  ward  floor,  54  are  placed  in  nine  southward  facing  wards,  of  6  beds 
each,  and  only  the  four  separation  rooms,  with  space  for  6  beds  in  all,  are 
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on  the  north  side  of  the  building.  A  large  part  of  the  exterior  walls  of  all 
wards  are  of  glass;  and  all  the  wards  open  onto  cantilevered  balconies 
5^2  feet  wide.  In  the  winter  when  the  sun  is  low,  the  balconies  will  not 
interfere  with  the  entrance  of  sunlight  into  the  wards,  while  during  the 
high  sun  of  summer  they  will  serve  as  an  awning.  At  either  end  of  the 
central  or  first  patients  building  is  a  large  solarium  projecting  in  the  form 
of  a  semicircle  of  continuous  glass. 

The  6  beds  in  each  typical  ward  are  symmetrically  disposed  in  two 
rows  of  3  beds  each,  with  a  short,  comfortably  wide  aisle  between.  Each 
ward  has  a  clinical  type  washbasin  with  lever  controls,  and  standard  elec¬ 
tric  equipment;  this  includes  semi-indirect  illumination  of  two  intensities, 
convenient  receptacles  at  the  bedside,  night  lights  placed  below  the  level 
of  the  beds,  nurses  call  system,  fan  outlets,  power  outlet  for  portable 
x-ray  equipment,  and  radio  connection.  An  adjustable  hanging  curtain 
is  provided  for  each  bed.  The  wards  slightly  exceed  the  New  York  State 
legal  requirement  of  800  cubic  feet  of  space  per  bed. 

In  summer,  the  wide-open  doors  and  windows  on  the  southerly  side 
of  the  almost  square  ward,  and  the  double  door  with  hinged  transom 
which  connects  the  ward  with  the  adjoining  cross-ventilated  corridor, 
will  help  the  prevailing  southerly  breezes  to  air  the  ward  freely.  In  winter, 
ventilation  can  be  maintained  by  means  of  a  hinged  transom  centrally 
placed  over  the  double  balcony  door  and  by  a  hinged  upper  and  lower 
section,  opening  inward,  with  which  each  side  window  is  equipped. 
Mechanical  exhaust  will  aid  ventilation  in  winter. 

The  ward  plan,  somewhat  unusual  for  a  general  hospital,  was  moti¬ 
vated  by  a  desire  to  take  full  advantage  of  the  wide  southerly  extent  of 
the  site,  in  a  section  of  Long  Island  where  sun  and  breeze  are  invigorating, 
and  also  by  the  necessity  of  developing  a  plan  for  a  general  county  hos¬ 
pital  in  which  a  great  variety  of  acute  and  chronic  diseases  are  to  be 
treated  and  where  larger  open  wards  would  have  prevented  a  proper  clas¬ 
sification  of  cases.  Due  regard  was  paid  to  the  control  of  disturbing  noises 
at  their  sources,  and  the  location,  equipment,  finish,  and  decoration 
of  the  various  service  rooms  have  been  governed  by  consideration  of 
function. 

A  setback  fourth  floor  has  been  assigned  to  the  children’s  depart¬ 
ment;  it  reproduces  the  principles  of  the  typical  floor,  but  the  wards  are 
somewhat  smaller  and  fixed  cubicle  partitions  instead  of  curtains  separate 
the  individual  beds.  There  is  also  a  larger  proportion  of  separation  rooms. 
The  children’s  ward  has  its  own  solariums  and  roof  spaces.  Thanks  to  its 
location,  this  ward  can  be  quarantined  without  disturbing  the  adult  ward 
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Until  the  administration  building  and  the  second  patients  building  to 
the  west  of  the  first  central  structures  are  erected,  the  outpatient  clinic, 
the  administrative  offices,  and  the  interns  quarters  are  housed  on  the  first 
floor  of  the  central  patients  building.  The  temporary  public  entrance  is 
here;  the  two  solarium  spaces  on  this  floor,  for  the  present,  are  an  out¬ 
patients  waiting  room  and  a  conference  room,  respectively.  Subsequently, 
this  floor  will  be  recaptured  for  the  exclusive  use  of  patients,  presumably 
of  convalescents  or  chronics  or  both;  ramps  will  give  direct  access  to  the 
spacious  park,  more  than  400  feet  wide  and  at  least  three  times  as  long, 
which  separates  the  patients  buildings  from  the  parallel  boulevard  to  the 
south. 

Certain  features  of  the  service  building  as  well  as  of  other  buildings 
of  the  group,  which  must  be  grasped  in  order  to  understand  the  general 
plan,  will  be  summarized  as  briefly  as  possible. 

Kitchen.  This  is  at  ground  floor  level,  centrally  located,  with  level 
corridors  connecting  it  with  all  dining  rooms  and  with  contagious  build¬ 
ing.  It  adjoins  goods  receiving  station  and  central  storeroom,  with  cold 
storage  and  central  preparation  room  between  goods  entrance  and  kitchen 
proper.  There  is  a  pastry  kitchen  and  scullery  adjoining,  and  a  separate 
diet  kitchen.  The  windows  are  ample  and  are  supplemented  by  mechan¬ 
ical  exhaust  ventilation.  Space  and  connections  for  heated  food  carts 
have  been  provided.  The  kitchen  has  been  planned  for  future  expansion 
without  costly  rearrangement  of  original  fixtures. 

Service  Entrance.  One  enters  on  a  level  from  the  service  court  (wards 
face  away  from  service  entrance).  There  is  a  commodious  lobby;  a 
general  supply  room  and  bulk  storerooms  adjoin  it;  kitchen  storerooms 
connect  directly  with  it  and  adjoin  food  preparation  room.  The  service 
entrance  is  conveniently  related  to  the  morgue,  which  is  entered  through 
a  separate  rear  passage. 

Emergency  Department .  The  ambulance  entrance  is  at  ground  floor 
level,  invisible  from  the  wards.  Plenty  of  space  has  been  provided  for 
ambulances.  The  department  contains  two  emergency  rooms,  one  extra 
large;  separate  receiving  wards  for  men,  women,  and  children;  isolation 
and  detention  rooms  for  psychopathic  cases,  opening  off  two  private 
interior  corridors  which  join  the  central  nurses5  control  station;  and  receiv¬ 
ing  baths.  Patients  elevators  are  within  ready  access,  and  the  x-ray  depart¬ 
ment  and  operating  rooms  are  not  far  off. 

X-Ray  Department.  This  is  located  on  the  second  floor  of  the  service 
building,  directly  above  the  emergency  ward  and  just  below  the  operating 
rooms,  with  a  level  connection  to  the  second  floor  of  the  ward  building. 
Separate  rooms  for  radiography,  fluoroscopy,  radiotherapy,  urology,  and 
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dental  x-ray  have  been  provided,  light  and  ventilation  are  ample,  and  the 
usual  safeguards  have  been  included  in  the  construction. 

Laboratories.  All  the  laboratories  (clinical  and  pathological,  metab¬ 
olism,  physiotherapy)  are  centrally  located,  accessible  from  the  wards 
and  outpatient  department,  and  near  the  operating  rooms.  The  labora¬ 
tories  and  the  x-ray  department  share  the  second  floor  of  a  building  which 
has  a  wider  spread  on  the  first  floor,  so  that  the  second  floor  can  be 
extended  at  minimum  expense  when  and  as  more  space  is  required. 

Operating  Rooms.  The  suite  is  located  on  the  top  floor  of  the  service 
building;  it  is  isolated,  quiet,  and  without  any  through  traffic.  The  major 
operating  rooms  are  1 7  by  1 9  feet ;  the  separate  operating  room  for  head 
surgery  can  be  darkened.  The  suite  also  contains  a  supervisor’s  office, 
instrument  room,  anesthesia  room,  and  recovery  and  dressing  rooms.  Air- 
conditioning  equipment  has  been  installed,  as  well  as  complete  equipment 
for  sterilizing  dressings  and  both  wet  and  dry  sterilizing  of  utensils  and 
instruments. 

Labor  and  Delivery  Rooms.  These  are  temporarily  located  at  one  end 
of  the  operating  floor,  but  access  is  off  an  isolated  passage  and  they  are 
independently  equipped.  Eventually  labor  and  delivery  rooms  will  be 
removed  frorh  this  location,  and  will  be  placed  in  suitable  physical  rela¬ 
tion  to  an  expanded  maternity  service. 

Contagious  Building.  The  initial  capacity  of  this  building  is  30  beds, 
but  it  can  be  expanded,  without  duplication  of  service  rooms,  by  extending 
the  central  section.  [This  has  now  been  done.]  An  eventual  duplication  of 
the  entire  building  is  foreseen.  All  accommodations  for  patients  are  on  the 
first  floor,  with  admission  department  so  arranged  that  patients  can  be  dis¬ 
tributed  to  ward  subdivisions  without  confusion  or  unnecessary  contact. 
The  detention  room  for  cases  of  doubtful  classification  adjoins  the  admit¬ 
ting  room.  A  minor  operating  room,  visitors  lobby,  separate  bathing  and 
dressing  units  for  [a)  incoming  patients,  (b)  patients  to  be  discharged, 
( c )  doctors,  and  (d)  nurses,  have  been  provided.  The  largest  single  ward 
has  4  beds,  each  in  a  cubicle;  there  are,  in  addition,  numerous  single  and 
double  rooms.  Each  ward  and  room  has  its  own  water  supply  and  toilet 
facilities.  The  nurses’  station,  supply  rooms,  diet  kitchens,  and  dish  steriliz¬ 
ing  room  are  so  located  as  to  minimize  nurses’  travel.  Sections  of  the  ward 
floor  can  be  opened  or  closed  according  to  need.  When  contagious  cases 
are  few,  the  central  kitchen  on  the  ground  floor  can  be  used  more  econom¬ 
ically  as  a  service  room,  receiving  prepared  food  from  the  main  kitchen. 
Dining  rooms  for  nurses  and  help  adjoin  the  kitchen.  Also  on  the  ground 
floor  are  the  facilities  for  sterilizing  mattresses,  linens,  and  patients’  clothes ; 
the  morgue;  storage  space;  and  room  and  bath  for  resident  cook,  porter, 


MEADOWBROOK  329 

or  maid.  The  building  is  framed  for  a  future  second  story  over  the  central 
section,  to  house  nurses  on  contagious  duty. 

Nurses  Home.  Only  one  section  of  this  building,  to  be  completed  in 
three  stages,  has  at  present  been  constructed.  Recreation  and  teaching 
rooms  occupy  half  of  the  first  floor.  The  second  and  third  floors  each  have 
a  central  sitting  room  and  two  major  plumbing  stacks,  conveniently  dis¬ 
tributed  ;  showers  and  tubs ;  nurses’  rooms,  with  end  rooms  larger  than 
typical  central  rooms  and  arranged  in  pairs  with  connecting  baths.  The 
building  is  framed  for  an  additional  story  of  bedrooms.  The  present  con¬ 
struction  includes  a  loggia  at  the  fourth  floor  level. 

Laundry ,  Dormitory  for  Help,  Garage.  This  building,  framed  for  an 
additional  story  in  the  future,  is  a  composite  building,  with  a  yard  remote 
from  the  wards.  The  well-lighted  laundry  is  placed  at  basement  level  to 
facilitate  traffic,  and  connecting  corridors  communicate  with  all  related 
hospital  buildings.  Space  is  reserved  for  added  equipment  in  the  future. 
The  garage  accommodates  four  vehicles.  There  are  three  dormitory  floors, 
each  divided  in  the  middle  to  provide  separate  quarters  for  men  and 
women;  a  living  room  for  each  group  adjoins  the  entrances  on  the  first 
floor.  The  bedrooms  do  not  face  the  wards  or  the  nurses’  quarters.  On 
completion  of  the  larger  hospital,  this  building  will  be  assigned  to  one 
sex,  with  a  smaller  structure  erected  for  the  other  sex  in  the  location 
assigned  to  it  in  the  general  plan. 

Power  House.  The  building  includes  machine  rooms,  various  repair 
shops,  and  engineer’s  office.  The  boiler  capacity  is  sufficient  for  present 
needs,  but  the  plan  provides  for  future  expansion.  For  the  present,  electric 
current  is  to  be  supplied  by  the  Public  Service  Corporation.  The  incin¬ 
erator  is  connected  with  the  main  stack,  which  is  well  north  of  the  build¬ 
ings  for  patients  (prevailing  summer  winds  are  from  the  south). 

Meadowbrook  gives  to  Nassau  County  its  first  public  general  hospital, 
its  first  and  only  wards  for  the  care  of  contagious  diseases,  its  first  public 
outpatient  service,  an  emergency  service  of  which  there  is  great  need,  and 
observation  wards  for  mental  cases.  It  also  provides  laboratory  facilities 
for  the  local  medical  profession,  and  can  take  an  active  part  in  the  social 
hygiene  movement,  in  contributing  to  the  care  of  chronics  and  con¬ 
valescents,  and  in  graduate  medical  instruction.  In  brief,  the  aim  of  the 
hospital  is  to  do  everything  that  was  stressed  in  the  course  of  a  well- 
directed  campaign  of  education,  ably  conducted  in  a  spirited  and  highly 
intelligent  manner  under  the  direction  of  the  local  medical  society,  which 
prompted  the  voters  of  the  county  to  sanction  the  building  of  an  up-to- 
date  county  hospital. 
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The  major  part  of  Monroe  County,  as  to  population,  is  the  great  indus¬ 
trial  city  and  cultural  center  of  Rochester.  Some  years  ago  the  county 
began  to  develop  a  series  of  model  county  institutions  for  the  destitute 
and  the  sick,  and  the  Monroe  County  Home  Infirmary  forms  part  of  this 
general  program. 

The  former  infirmary  was  not  only  overcrowded,  but  also  insufficient 
for  the  needs;  local  social  agencies  had  testified  to  the  scattered  existence, 
outside  the  institutions  maintained  by  the  county,  of  a  large  number  of 
chronic  patients  for  whose  care  the  county  acknowledged  its  moral  re¬ 
sponsibility  but  for  whom  hospital  beds  were  not  available.  The  city  of 
Rochester  was  well  supplied  with  hospital  facilities  for  the  care  of  the 
acutely  sick,  both  in  its  municipal  hospitals  and  in  a  number  of  impor¬ 
tant  and  progressive  voluntary  institutions,  and  it  was  not  the  policy  of 
the  county  supervisors  to  have  the  county  infirmary  compete  with  these 
well-equipped  and  vigorously  conducted  institutions. 

A  study  of  the  county  infirmary’s  patients  showed  that  while  the 
clinical  work  of  this  institution  did  not  compare  in  intensity  with  that  of 
the  local  voluntary  or  municipal  hospitals  of  Rochester,  the  requirements 
called  for  a  number  of  clearly  differentiated  clinical  departments  and  for 
diagnostic  and  therapeutic  facilities  resembling  in  kind,  though  not  in 
degree,  those  needed  in  a  general  community  hospital. 

The  new  building  has  a  normal  capacity  of  446  beds;  this  number 
can  be  considerably  increased  by  utilizing  the  spacious  porches  as  ward 
extensions.  The  supervisors  decided  to  leave  a  section  of  the  fifth  floor 
unfinished,  thus  reducing  the  initial  equipment  to  366  beds.  The  ward 
service  is  located  on  the  second,  third,  fourth,  and  fifth  floors.  The  only 
accommodations  for  patients  on  the  first  floor  are  those  in  the  contagious 
ward,  which  is  so  planned  that  its  service  can  be  conducted  with  all  the 
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safeguards  normally  found  in  a  completely  detached  isolation  hospital. 
The  diagnostic  and  therapeutic  facilities  are  concentrated  on  the  sixth 
floor.  They  include  a  major  and  a  minor  operating  room  and  their  acces¬ 
sories;  an  eye,  ear,  nose,  and  throat  examination  and  treatment  room; 
a  clinical  laboratory;  the  department  of  radiology,  with  separate  rooms 
for  roentgenography,  fluoroscopy,  and  radiotherapy;  a  room  for  dentistry; 
and  modest  quarters  for  metabolic  studies  and  cardiography.  Only  the  cen¬ 
tral  stem  of  the  structure  is  covered  by  this  floor;  the  roofs  over  the  six 
wings  of  the  building,  three  to  the  south,  one  each  to  the  east,  west,  and 
north,  have  been  left  free.  Two  decks  have  been  partly  covered  over  for 
the  use  of  patients,  and  two  additional  open  roof  spaces  have  been  fin¬ 
ished  for  the  use  of  male  and  female  patients,  respectively.  The  basement, 
restricted  in  area,  contains  storerooms  only.  The  infirmary  structure  is 
supported  by  a  group  of  service  buildings,  not  shown  in  the  present  plan 
but  associated  with  the  county  home.  These  structures  include  separate 
buildings  for  male  and  female  inmates,  a  nurses  building  with  accom¬ 
modations  for  86  nurses,  workshops  of  various  kinds,  a  central  storehouse, 
a  laundry,  and  dormitories  for  nonnursing  personnel.  The  only  inmates  of 
the  infirmary  proper,  other  than  patients,  are  the  resident  medical  staff. 

Supplies  for  the  centrally  located  kitchen  come  from  the  central  store¬ 
rooms  of  the  county  home.  Dining  rooms  for  the  infirmary  personnel 
surround  a  serving  room  directly  opposite  the  central  kitchen  on  the 
ground  floor. 

Incoming  patients  and  visitors  enter  the  hospital  through  a  lobby  in 
the  central  wing,  where  the  administrative  offices  and  the  social  service 
department  are  located.  Waiting  and  examination  rooms  immediately 
adjoin  these  offices,  and  the  drug  room  is  directly  opposite.  These  rooms 
will  be  used  not  only  for  examining  applicants  for  admission  but  as  a 
consultation  center  for  such  ambulatory  cases  as  may  be  sent  to  the 
infirmary  for  advice  from  the  adjacent  county  home,  with  which  the 
infirmary  is  associated.  Patients  transferred  to  the  infirmary  from  the 
county  home  can  conveniently  enter  the  building  through  the  rear  con¬ 
necting  corridor.  A  rear  entrance,  with  an  emergency  room  adjoining, 
has  been  provided  for  ambulance  cases. 

The  infirmary  has  its  own  autopsy  room  and  small  mortuary  chapel. 
Ground  floor  rooms  are  equipped  for  storing  patients’  clothing  and  for 
sterilizing  clothing  and  mattresses. 

The  isolation  ward,  on  the  ground  floor,  contains  six  rooms,  each  with 
individual  toilet  and  bedpan  accommodations.  Four  of  these  rooms 
accommodate  two  patients  each.  There  are  two  entrances  to  the  exam¬ 
ining  and  admitting  room  for  this  ward — one  from  the  central  corridor 
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Fig.  io.  First  Floor  Plan,  Monroe  County  Home  Infirmary,  Rochester,  New  York. 

S.  Firestone,  Architect-Engineer;  S.  S.  Goldwater,  M.D.,  Consultant. 
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ii.  Isolation  Wing,  First  Floor,  Monroe  County  Home  Infirmary, 

Rochester,  New  York. 

S.  Firestone,  Architect-Engineer;  S.  S.  Goldwater,  M.D.,  Consultant. 
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and  the  other  from  an  outside  terrace.  The  nurses’  office,  serving  kitchen, 
and  utility  room  also  have  independent  outside  entrances.  Nurses  on  duty 
in  the  isolation  ward  enter  and  leave  through  a  suite  containing  a  dressing 
room,  shower,  and  toilet.  An  emergency  treatment  room  is  part  of  this 
ward. 

The  east  and  southeast  wings  of  the  first  floor,  corresponding  to  ward 
extensions  on  the  floors  above,  have  been  assigned  to  the  resident  medical 
staff.  The  interns  have  a  private  corridor,  commodious  living  room, 
modest  porch,  seven  individual  bedrooms,  and  congregate  toilets  and 
baths.  Quite  separate  from  these  quarters  are  four  suites  of  rooms  suitable 
for  married  medical  officers,  with  a  bedroom,  living  room,  and  bath  in 
each  suite,  and  a  kitchenette  in  two  of  them. 

The  second  floor  plan  is  typical.  Its  normal  capacity  of  1 1 2  beds  is 
divided  as  follows:  5  wards  of  16  beds  each,  4  wards  of  4  beds  each, 
8  wards  of  2  beds  each.  With  4  or  6  additional  beds  in  each  solarium,  the 
total  capacity  of  a  typical  floor  can  be  increased  to  132  or  142  beds, 
respectively.  All  but  16  beds  have  south,  east,  or  west  exposure.  Since  in 
a  hospital  of  this  type  a  considerable  number  of  patients  are  out  of  bed 
during  the  day,  it  is  proposed  to  place  ambulatory  patients  in  the  wards 
which  face  north.  The  occupants  of  these  wards  may  be  expected  to  spend 
the  day  in  the  solariums,  on  the  roof,  on  the  grounds,  or  in  the  occupa¬ 
tional  therapy  room. 

The  typical  16  bed  ward  is  divided  into  4  bays  of  4  beds  each,  with 
a  washbasin  in  the  center  of  each  ward.  The  ward  is  wide  enough  to 
permit  nurses  to  circulate  around  the  beds  freely  and  to  work  from  any 
side.  A  centrally  placed  utility  room  serves  each  two  1 6  bed  wards.  Baths 
and  toilets  are  unusually  spacious  to  facilitate  free  movement  of  wheel 
chairs.  Two  rooms  for  examination  and  treatment  have  been  provided 
on  each  typical  floor. 

Two  central  dining  rooms  accommodate  the  normal,  rather  large 
proportion  of  ambulatory  patients.  The  one  for  male  patients,  with  a 
fairly  spacious  smoking  room  adjoining  it,  is  on  the  second  floor;  the  one 
for  female  patients  is  located  on  the  fourth  floor.  Each  of  these  dining 
rooms  has  an  independent  serving  kitchen,  but  a  centrally  placed  dish¬ 
washing  room  serves  both  dining  rooms  and  ward  service. 

Direct  ventilation  of  the  long  central  corridor  is  obtained  by  two 
openings  at  the  rear  and  through  an  opening  formed  by  a  day  room 
alcove  in  front.  These  openings  provide  light  as  well  as  air  for  the  cor¬ 
ridor,  which  also  obtains  a  considerable  amount  of  borrowed  light  from 
the  two  4  bed  wards  on  either  side.  Because  of  its  length  and  the 
unusually  large  amount  of  wheel  chair  traffic,  the  corridor  is  1 0  feet  wide 
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instead  of  the  normal  hospital  width  of  8  feet.  The  corridors  have  a 
protective  wainscot  of  glazed  terra  cotta  tile,  and  handrails  have  been 
installed  for  the  benefit  of  feeble  patients. 

The  2  bed  wards  which  extend  along  the  southerly  side  of  the  corridors 
are  intended  for  patients  whose  presence  in  the  larger  wards  is  unde¬ 
sirable. 

The  third  floor  contains  two  atypical  features.  The  north-central 
extension  (over  the  kitchen  and  dining  rooms)  is  reserved  for  an  occupa¬ 
tional  therapy  room  for  male  patients,  with  a  barber  shop  and  smoking 
room  adjoining  it.  The  south-central  wing  contains  a  detention  ward  for 
male  cases,  consisting  of  single  rooms  with  protected  doors  and  windows 
and  with  special  arrangements  for  ventilation.  A  similar  detention  ward 
is  provided  on  the  floor  above  for  female  patients. 

Small  wards  for  a  few  maternity  cases  (often  court  cases  assigned  to 
the  county  for  care)  and  for  children  have  been  placed  at  each  end  of 
the  main  stem.  The  limited  accommodations  for  these  departments  are 
based  on  the  experience  of  the  infirmary,  but  each  of  the  wards  is  so 
arranged  that  it  can  be  extended. 

The  exterior  treatment  is  carried  out  in  the  Lombardy  Romanesque 
style.  The  walls  are  faced  with  Venetian  red  and  buff  brickwork  and 
variegated  cut  stone  with  terra  cotta  spandrels. 

The  interior  and  exterior  fire  protection,  meeting  all  the  rules  of  the 
National  Board  of  Fire  Underwriters,  consists  of  standpipes,  built-in 
illuminated  hose  racks,  a  long  pressure  tank,  an  automatic  motor-driven 
pump,  and  a  double  service  underground  piping  system  with  hydrants 
and  pumper  connection.  The  heating  is  by  exposed  and  concealed  direct 
radiation,  working  on  a  vacuum  system.  Every  radiator  has  an  inde¬ 
pendent  thermostatic  valve.  The  liberal  artificial  ventilation  is  split  up 
into  a  number  of  small  units,  to  avoid  large  and  exposed  air  ducts. 

The  interior  doors,  metal  partition  windows  between  rooms,  and  hos¬ 
pital  cabinets  are  of  metal  finished  in  baked  enamel.  The  windows  are  of 
steel,  each  unit  consisting  of  an  upper  and  lower  hopper-type  section  with 
casement  units  between.  This  affords  any  degree  of  ventilation  up  to  1 00 
per  cent.  The  customary  sanitary  fixtures  and  the  equipment  for  oper¬ 
ating  rooms,  laboratory,  morgue,  dining  rooms,  kitchens,  and  refrigera¬ 
tion,  which  require  plumbing,  piping,  air,  water,  or  special  electric 
service,  were  built  in  during  the  construction.  Enamel  metal  cabinets  and 
shelving  for  all  purposes,  as  well  as  laboratory  and  drug  room  fixtures, 
were  included  in  the  general  contract. 

There  are  three  full  automatic  elevators  of  the  variable  voltage  type, 
with  self-operating  car  and  shaft  doors. 
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Fig.  13.  Utility  Group  for  Typical  Nursing  Unit,  Monroe  County  Home 

Infirmary,  Rochester,  New  York. 

S.  Firestone,  Architect-Engineer;  S.  S.  Goldwater,  M.D.,  Consultant. 
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Lighting  is  semi-direct  throughout.  The  electric  installation  includes 
provision  for  roentgenography,  fluoroscopy,  urography,  and  electrotherapy, 
as  well  as  an  automatic  call  system  and  complete  radio  wiring  in  all 
rooms  for  both  loud  speakers  and  head  sets. 

The  buildings  are  situated  on  a  30  acre  plot,  located  just  over 
the  southwest  border  of  the  city  of  Rochester,  and  separated  from  the 
Monroe  County  Tuberculosis  Sanatorium  by  the  East  Henrietta  Road. 
An  up-to-date  power  plant,  just  finished,  supplies  the  sanatorium  and  the 
county  home  with  steam,  hot  water,  and  electricity. 
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School  of  Nursing,  The  Mount  Sinai  Hospital  * 

WITH  R.  D.  KOHN  AND  G.  BUTLER 


The  Mount  Sinai  Hospital  School  of  Nursing  combines  in  one  build¬ 
ing  both  school  and  nurses  residence.  It  is  constructed  on  an  interior  city 
lot  of  an  average  depth  of  a  little  over  ioo  feet,  with  a  southerly  frontage 
of  about  175  feet  on  a  6o-foot  street.  On  the  north  the  building  faces  a 
vacant  plot  320  by  100  feet,  upon  which  three  tennis  courts  have  been 
laid  out.  Beyond,  stretching  from  99th  to  101st  Streets,  lie  the  17  com¬ 
panion  buildings  of  the  hospital.  Toward  the  northwest  there  is  a  good 
view  of  Central  Park,  and  from  the  roof  there  is  a  spendid  vista  of  the 
East  and  Hudson  Rivers. 

The  building  is  set  back  12  feet  6  inches  from  the  lot  line  on  either 
side,  assuring  permanent  light  for  all  rooms,  while  the  wide  areaways 
on  the  street  front  admit  sunlight  to  the  basement  rooms. 

The  program  called  for  a  residence  to  accommodate  478  nurses,  and 
an  infirmary  of  12  beds;  160  beds  can  readily  be  added  by  extending 
one  wing.  From  cellar  to  roof,  the  building  contains  16  floors,  1 1  of  which 
are  used  for  dormitories.  The  whole  building  is  thoroughly  fireproof. 

The  basement  contains  trunk,  linen,  and  general  storage  rooms,  sew¬ 
ing  room  and  hand  laundry  for  small  work,  locker  room  for  laundry,  and 
shoe  polishing  and  shampoo  rooms.  The  southeast  corner  is  occupied  by 
the  receiving  room  for  general  supplies;  these  are  taken  in  at  the  street 
level  at  the  east  end  of  the  building  and  are  brought  down  by  a  freight 
elevator.  Here,  too,  are  the  main  freight  elevator  which  extends  to  the 
roof  and  the  soiled  linen  chute,  with  soiled  linen  room  in  the  subbasement. 

At  the  west  end,  directly  opposite  the  entrance  to  the  tunnel  connect¬ 
ing  with  the  hospital,  are  the  main  stairs  leading  up  to  the  first  floor  and 
continuing  up  through  the  building,  and  the  two  passenger  elevators.  A 
similar  staircase  at  the  east  end  is  also  carried  to  the  roof. 

The  ground  floor  is  devoted  entirely  to  dining  room  and  kitchen 

*  New  York,  New  York. 
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Fig.  14.  Basement  Plan,  School  of  Nursing,  The  Mount  Sinai  Hospital,  New  York,  New  York. 
Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.D.,  Consultant. 


SCHOOL  OF  NURSING,  MT.  SINAI 


341 

service.  On  the  north,  lighted  by  windows  on  two  sides,  is  the  main 
dining  room  for  student  nurses.  It  is  wainscoted  with  golden  brown 
ceramic  tile,  with  blue  and  buff  decorations  and  hangings.  Although 
arranged  for  cafeteria  service,  it  may  be  transformed  for  waitress  service 
if  this  should  prove  desirable.  To  the  east  are  the  kitchen,  dishwashing 
room,  and  refrigerators,  with  two  smaller  dining  rooms  for  help  and 
attendants,  also  arranged  for  cafeteria  service.  Adjoining  the  cafeteria 
is  a  cracked  ice  refrigerator  to  which  the  students  have  free  access.  The 
ceilings  of  the  main  dining  room  and  dishwashing  room  are  soundproofed. 
The  entire  south  front  is  occupied  by  the  dining  room  for  graduate  nurses 
and  school  faculty,  with  a  small  private  dining  room  for  the  principal. 
These  rooms  are  arranged  for  waitress  service,  with  their  own  serving 
room. 

Monel  metal  has  been  employed  wherever  possible  in  the  equipment 
of  the  kitchen.  The  ample  storage  facilities  are  arranged  for  convenient 
reception  of  supplies  either  from  the  central  storerooms  of  the  hospital, 
or  directly  from  the  supply  entrance  of  the  school  itself.  Commodious 
locker  and  toilet  facilities  for  men  and  women  auxiliary  workers,  respec¬ 
tively,  are  located  near  the  bottom  of  the  service  stairs  which  lead  from 
the  street  to  the  kitchen  level.  A  small  office  for  the  dietitian  overlooks 
the  kitchen. 

The  first  floor,  at  the  street  level,  contains  the  main  entrance,  at  the 
west  end,  with  general  office,  peg  board,  telephone  switchboard,  post 
office,  and  offices  for  matron  and  house  mother.  Two  passenger  elevators 
open  directly  off  the  foyer.  The  principal’s  suite  extends  across  the  south 
front  to  the  east  of  the  offices.  With  the  exception  of  a  guest  room  and 
bath  in  the  east  and  west  wings,  the  remainder  of  the  floor  is  devoted  to 
general  recreation  purposes.  In  the  west  wing  nearest  the  entrance  there 
are  three  small  reception  rooms  for  visitors,  with  the  supervisors’  living 
room  at  the  end  of  the  wing. 

A  broad  corridor  leads  from  the  foyer  to  the  more  intimate  living 
rooms,  the  library  at  the  southeast  corner,  and  the  large  living  room  in 
the  east  wing.  These  rooms  are  wainscoted  in  oak.  The  general  recreation 
room,  with  a  seating  capacity  of  about  400  portable  seats,  is  in  the  center 
of  the  building,  under  the  main  open  court  formed  by  the  two  north 
wings;  it  is  reached  directly  from  the  main  transverse  corridor  and  also 
from  the  living  room  through  a  small  conservatory.  The  room  has  a  wood 
floor  for  dancing,  a  small  stage  and  dressing  rooms  for  entertainments, 
and  a  pantry  with  dumb-waiter  to  the  kitchen.  Its  walls  are  wainscoted 
with  wood  to  the  height  of  the  window  sills,  with  paneled  plaster  above 
and  a  domed  ceiling.  The  entrance  foyer  has  an  ornamental  fireplace  and 
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.  15.  First  Floor  Plan,  School  of  Nursing,  The  Mount  Sinai  Hospital,  New  York,  New  York. 
Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.D.,  Consultant. 
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is  wainscoted  to  the  ceiling  with  Rochambeau  stone  of  a  warm  gray  tone, 
while  the  corridors  on  the  first  and  ground  floors  have  a  low  wainscot  of 
Pouillenay  rose  marble. 

The  office  and  control  station  face  the  lobby.  Directly  opposite  the 
office  is  an  open  waiting  room  for  callers.  Within  reach  of  the  switch¬ 
board  operator  and  under  her  visual  control  there  is  a  bronze,  four- 
position,  in-and-out  board ;  movable  buttons  on  the  board  indicate  where 
a  nurse  is :  in  her  room,  on  duty  in  the  hospital,  or  wherever  else  she  may 
be.  The  board  is  double-faced,  and  is  operated  from  an  alcove  by  the 
nurses  themselves.  On  the  opposite  side  of  the  alcove  are  the  individually 
locked  letterboxes.  The  telephone  operator  and  office  clerk  can  signal  to 
every  room  in  the  building  by  means  of  a  buzzer  system;  telephones  in 
central  locations  in  the  corridor  are  conveniently  placed  for  response. 
Certain  single  rooms  have  telephones. 

In  planning  the  home,  and  especially  the  second  floor  which  is  de¬ 
voted  to  teaching,  the  views  of  the  principal  and  school  faculty  were 
considered.  Three  alcoves  open  off  the  large  demonstration  room  or 
nursing  laboratory;  they  contain  such  fixed  equipment  as  is  required  for 
hospital  service,  including  utensil  and  instrument  sterilizers,  bathtub, 
bedpan  washer,  marble  gas  and  electric  hot-plates,  scrub-up  sinks,  linen 
cupboards,  and  the  normal  outfit  of  a  ward  kitchen  or  serving  room. 
Built-in  cases  with  glass  fronts  store  and  display  dressing  trays  and  nursing 
paraphernalia.  A  dressing  room,  divided  into  three  cubicles,  connects 
with  the  nursing  laboratory,  and  an  instructor’s  office  is  close  by. 

Other  rooms  on  the  second  floor  are :  ( i )  a  large  lecture  room  with  a 
seating  capacity  of  150;  (2)  a  smaller  lecture  room  containing  75  fixed 
seats,  rising  in  tiers,  and  a  teacher’s  desk  supplied  with  water,  gas,  and 
electricity;  (3)  a  still  smaller  lecture  room;  (4)  a  room  containing  6 
tables  for  teaching  massage;  (5)  two  study  rooms  for  probationers  and 
more  advanced  students;  (6)  reference  library;  (7)  teaching  laboratory; 
(8)  instructors’  offices;  and  (9)  an  office  and  examining  room  for  the 
school  physician.  With  the  exception  of  one  small  classroom,  all  of  the 
teaching  rooms  have  windows  on  two  sides,  while  the  two  largest  have 
windows  on  three  sides.  The  contrast  between  this  commodious  and  digni¬ 
fied  school  setting,  and  the  dingy  basement  classrooms  so  frequently  found 
in  nurses  homes  is  striking,  and  reflects  the  position  which  advanced 
schools  of  nursing  have  finally  attained  after  a  long  struggle. 

The  purely  residential  portion  of  the  building  begins  on  the  third  floor 
and  continues  up  through  eleven  stories.  All  the  floors  are  similar  in  char¬ 
acter,  except  as  they  are  affected  by  the  setbacks  required  by  the  zoning 
law  and  by  the  modifications  necessitated  by  the  greater  number  of  rooms 
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Fig.  1 6.  Second  Floor  Plan,  School  of  Nursing,  The  Mount  Sinai  Hospital,  New  York,  New  York 
Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.D.,  Consultant. 
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with  baths  on  the  twelfth  and  thirteenth  floors.  These  are  occupied  by 
dietitians,  instructors,  staff  nurses,  and  supervisors. 

The  typical  bedroom  floor  contains  33  single  rooms  and  7  double 
rooms,  the  latter  usually  occupying  the  most  desirable  locations.  Of  the 
single  rooms,  4  are  arranged  in  two  suites  of  2  bedrooms  and  bath  for 
head  nurses,  one  suite  being  placed  in  each  wing.  Each  of  the  two  wings 
contains  a  bath  and  toilet  unit,  consisting  of  four  toilets,  two  baths 
and  two  showers,  while  a  lavatory  with  a  built-in  medicine  cabinet  over  it 
is  provided  in  each  room.  Tile  protects  the  wall  spaces  adjacent  to  the 
lavatories.  There  is  a  specially  designed  built-in  wardrobe  closet,  with  a 
full-length  mirror  in  one  of  the  double  doors,  for  each  nurse. 

Typical  single  bedrooms  for  students  are  8  feet  8  inches  by  13  feet  to 
8  feet  9  inches  by  14  feet;  double  rooms  are  13  feet  by  13  feet  4  inches 
and  12  feet  by  15  feet  6  inches  (measurements  exclusive  of  closet  space). 
The  central  or  connecting  corridor  on  the  dormitory  floors  is  7  feet  wide ; 
the  side  corridors,  6  feet  wide,  are  open  at  both  ends.  The  bedroom  doors, 
of  birch  finished  in  walnut,  have  metal  combination  bucks  and  jambs. 
The  floors  of  the  corridors  are  of  linoleum  insets  with  terrazzo  coved 
bases,  while  the  bedrooms  are  floored  in  terrazzo  throughout.  All  bath 
and  toilet  units  have  tiled  floors  and  wainscots. 

On  each  dormitory  floor  there  are  two  cleaning  closets,  two  linen 
closets,  a  coin  box  or  public  telephone,  a  house  telephone,  and  two  drink¬ 
ing  fountains.  An  open  sitting  room,  connecting  with  a  kitchenette,  is 
located  on  each  floor,  for  the  common  use  of  the  pupil  nurses. 

The  twelfth  and  thirteenth  floors  each  consist  of  12  suites  of  two 
bedrooms  and  bath  each,  4  single  rooms  and  bath,  and  one  suite  of 
living  room,  bedroom,  and  bath.  Typical  bedrooms  on  this  floor  measure 
12  by  13  feet. 

The  central  portion  of  the  fourteenth  floor  is  a  gymnasium,  with 
maple  floor  and  face  brick  walls,  large  enough  for  basket  ball.  The  east 
wing  is  occupied  by  an  open-air  sleeping  porch;  two-thirds  of  it  is  cov¬ 
ered,  while  the  northerly  third  is  open  to  the  sky.  The  infirmary  is  in  the 
west  wing,  with  accommodations  for  twelve  patients  in  single  rooms  and 
small  wards,  with  utility  room,  kitchen,  toilets,  and  bath. 

The  setbacks  required  by  the  zoning  law  provide  on  the  eleventh  and 
fourteenth  floor  levels  tiled  terraces  with  solid  parapet  walls,  accessible 
from  the  corridors.  A  terrace  extends  across  the  entire  front  of  the  central 
portion  at  the  third  floor  level,  where  the  main  body  of  the  building  is  set 
back  6  feet. 

The  hot  and  cold  water  supplies  are  taken  directly  from  the  loop 
system  installed  in  the  existing  buildings,  the  pressure  on  which  was  suffi- 
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17.  Typical  Fourth  to  Tenth  Floor  Plan,  School  of  Nursing,  The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.D.,  Consultant. 
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1 8.  Fourteenth  Floor  Plan,  School  of  Nursing,  The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.D.,  Consultant. 
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ciently  increased  to  supply  the  uppermost  floors.  The  cooled  drinking 
water  is  installed  as  a  separate  system,  with  cooling  and  circulating  pumps 
located  in  the  pump  room  in  the  subbasement.  In  general,  the  drinking 
water  is  piped  to  two  fountains  on  each  floor,  as  well  as  to  drinking  stands 
in  the  dining  room  and  serving  counters. 

Electric  service  is  furnished  by  the  power  plant  of  the  hospital.  The 
elevator  installation  consists  of  four  outfits,  two  passenger  and  one  freight 
running  from  subbasement  to  the  fourteenth  floor,  and  one  freight  from 
service  entrance  to  the  subbasement;  one  of  the  passenger  elevators  is 
equipped  for  dual  operation. 
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Semi -Private  Pavilion,  The  Mount  Sinai  Hospital* 

WITH  R.  D.  KOHN  AND  C.  BUTLER,  AND  J.  TURNER,  M.D. 


Hospital  administrators  have  frequently  been  almost  too  ready  to 
assume  that  the  problem  of  providing  acceptable  hospital  accommodations 
for  persons  of  modest  means  can  be  solved  by  some  trick  of  planning  that 
will  produce  first-rate  private  rooms  or  their  equivalent  at  no  greater  con¬ 
struction  and  maintenance  costs  than  those  of  single  beds  in  old-fashioned 
hospital  wards.  We  do  not  believe  that  this  can  be  done.  The  most  sen¬ 
sible  approach  to  this  subject,  we  think,  is  that  of  hospitals  which  frankly 
recognize  that  what  patients  of  moderate  means  want  is  a  type  of  service 
that  they  cannot  afford,  and  that  if  service  of  the  desired  quality  is  sup¬ 
plied  a  difference  will  remain  between  patients’  payments  and  hospital 
costs  which  the  hospital  must  be  prepared  to  assume.  In  developing  its 
plans  for  a  semiprivate  building,  The  Mount  Sinai  Hospital  assumed  that 
the  creation  of  acceptable  service  involved  ( i )  a  building  fund  contributed 
by  the  friends  of  the  hospital,  and  ( 2 )  future  voluntary  contributions  by 
benevolent  individuals  to  defray  part  of  the  maintenance  cost. 

The  site  for  the  new  building  was  large  enough  to  allow  planning  of 
typical  ward  floors  measuring  about  44  feet  in  average  depth  by  1 74  feet 
in  length.  Various  preliminary  studies  showed  that  such  an  area  would 
accommodate  from  20  to  30  beds  per  floor.  A  tentative  30  bed  plan,  the 
most  economical  of  the  series,  was  based  on  the  use  of  2  bed,  or  semi¬ 
private,  rooms,  1  o  feet  wide  by  1 6  feet  deep.  Each  room  had  one  window. 
As  nearly  all  of  the  rooms  looked  out  on  Central  Park,  the  plan  was  not 
without  its  attractions;  on  the  other  hand,  the  floor  area  for  each  bed 
would  have  been  only  80  square  feet,  and  there  was  no  direct  connection 
between  any  of  the  service  rooms  and  the  patients’  rooms.  The  plan  as  a 
whole  had  no  particular  appeal  except  that  of  economical  construction, 
together  with  certain  economies  in  maintenance.  The  trustees  eventually 
decided  to  abandon  the  minimum  standards  reflected  in  this  plan,  and 

*  New  York,  New  York. 
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at  their  request  the  far  more  liberal  plan  shown  in  the  accompanying 
illustrations  was  developed. 

A  building  accommodating  156  semiprivate  patients  was  considered 
sufficiently  important  to  have  an  entrance  of  its  own.  This  is  on  100th 
Street,  close  to  Fifth  Avenue,  and  midway  between  the  general  hospital 
and  private  pavilion  entrances.  The  main  lobby  is  37  feet  6  inches  long 
by  17  feet  wide;  its  floor  was  dropped  16  inches  below  the  first  floor 
level  in  order  to  obtain  greater  ceiling  height.  The  lobby  is  surrounded 
by  small  reception  and  consultation  rooms,  the  usual  information  office, 
supervisor’s  office,  and  accounting  office,  with  record  room  and  a  small 
clinical  laboratory  adjoining.  The  remainder  of  the  first  floor  is  occupied 
by  a  resident  staff  and  resident  officials.  Use  of  this  space  for  the  purpose 
named  accomplishes  two  objects:  ( a )  no  patients  are  placed  on  the  first 
floor  which  is  close  to  the  street,  and  (b)  a  resident  staff  assigned  ex¬ 
clusively  to  semiprivate  service  is  lodged  close  to,  though  quite  apart  from, 
the  semiprivate  wards,  thus  ensuring  prompt  and  efficient  service. 

Corridors  on  the  first  and  basement  floors  and  a  bridge  on  the  ninth 
connect  the  pavilion  with  the  main  hospital  building.  The  sitting  room 
and  locker  rooms  for  the  visiting  staff  open  off  the  first-floor  communi¬ 
cating  corridor  between  the  main  building  and  the  pavilion. 

The  basement  of  the  new  building  covers  a  considerably  larger  area 
than  that  of  the  upper  stories,  in  order  to  add  to  the  main  storage  facilities 
which  occupy  the  basements  of  the  adjoining  buildings.  The  purely  local 
services  in  the  basement  include  a  locker  and  dressing  room  for  special 
nurses,  a  housekeeper’s  supply  room,  a  linen  supply  room,  and  locker 
rooms  and  toilets  for  male  and  female  help. 

Each  floor  of  the  accepted  plan  accommodates  26  patients.  The 
typical  ward  is  2 1  feet  wide  by  a  little  more  than  1 7  feet  deep,  and  con¬ 
tains  4  beds,  with  a  floor  area  of  90  square  feet  per  bed.  Each  4  bed  ward 
has  two  windows  with  a  westerly  exposure  overlooking  Central  Park. 
Only  2  of  the  4  beds  are  near  a  window,  but  as  nearly  half  of  the  occu¬ 
pants  may  be  reckoned  out-of-bed  patients,  and  as  day  rooms,  local  or 
floor  porches,  and  roof  solariums  are  provided  to  which  ambulatory 
patients  may  resort,  it  is  assumed  that  only  two  of  the  four  patients  in 
each  ward  will  be  in  bed  throughout  the  24  hours.  Under  normal  condi¬ 
tions,  therefore,  all  recumbent  patients  will  occupy  beds  directly  adjoining 
windows.  Thus,  during  the  day  each  patient  has  the  benefit  of  180  square 
feet  of  floor  space  (2  occupied  beds  per  ward) ;  at  night,  each  patient  has 
90  square  feet  of  floor  space  (4  occupied  beds  per  ward). 

In  each  ward  there  is  a  separate  combination  locker  for  each  patient, 
with  a  spare  locker  for  future  emergencies.  A  built-in  closet  in  each  ward 
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Fig.  19.  First  Floor  Plan,  Semi-Private  Pavilion,  The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.  D.,  Consultant. 


HOSPITAL  PLANS 


352 

is  designed  for  nursing  supplies,  and  each  ward  has  a  washbasin.  Curtains 
on  trolleys  separate  the  beds  from  each  other  at  will.  There  is  a  natural 
movement  of  air  across  the  ward  from  the  double  windows  (with  inserted 
sash  ventilators  of  the  deflector  type)  to  the  central  corridor,  which  is 
7  feet  6  inches  wide  and  open  at  both  ends.  A  glass-enclosed  nurses  sub¬ 
station  with  charting  shelf  and  an  outside  sink  room  or  subutility  room 
is  located  between  each  pair  of  wards.  The  sink  room  contains  an  open 
bedpan  sink;  a  closed  bedpan  washer  built  in  flush  with  the  wall;  a  utility 
sink  and  drainboard;  a  counter-shelf  cabinet;  and  gas  and  electric  out¬ 
lets.  To  reduce  the  noise  from  the  plumbing  to  a  minimum,  the  fixtures 
are  all  placed  against  one  wall  of  the  room,  and  this  wall  is  built  in  two 
thicknesses  of  terra  cotta  with  an  inch  of  felt  deadening  between.  Further 
to  reduce  noise,  doors  are  provided  between  the  wards  and  the  nurses’ 
substation,  and  between  these  stations  and  the  subutility  rooms,  and  the 
ceilings  of  all  of  these  rooms  are  soundproofed. 

In  addition  to  semi-indirect  light  fixtures  for  general  illumination,  each 
ward  has  a  low,  flush,  wall  night  light,  and  each  bed  is  equipped  with  a 
nurses  call  signal,  electric  service  outlets,  and  a  radio.  Heavy-duty  elec¬ 
tric  outlets  for  portable  x-ray  outfits,  as  well  as  cardiography  outlets  are 
distributed  throughout  the  building.  An  electric  fan  outlet  is  placed  high 
up  on  the  mullion  between  the  coupled  windows  of  each  ward. 

The  windows  of  the  wards  and  subutility  rooms  have  double-hung 
wood  sash  without  transoms  and  with  ventilators  in  the  wide  bottom  rail 
of  the  lower  sash.  The  window  screens  are  of  the  roll-up  type,  and  wood- 
slat  Venetian  blinds  hung  on  the  inside  take  the  place  of  the  usual 
awnings.  Both  blinds  and  screens  remain  in  place  throughout  the  year, 
which  eliminates  the  inconvenience  and  cost  of  removing  sliding  screens 
and  awnings  in  winter. 

As  separation  or  quiet  rooms  are  needed  in  connection  with  semi¬ 
private  ward  service,  each  floor  has  two  such  rooms,  with  special  lavatory 
and  toilet  close  by.  On  each  floor  there  is  also  a  sun  porch  1  o  feet  6  inches 
wide  by  36  feet  long,  with  east,  west,  and  south  exposure.  The  east  and 
west  openings  are  glass-enclosed,  the  long  south  side  merely  screened.  An 
enclosed  day  room  for  convalescing  patients  adjoins  the  sun  porch.  There 
is  a  group  of  toilets  and  baths  for  patients  at  each  end  of  the  ward  floor. 
Supplementing  the  three  subutility  rooms  there  is  a  central  workroom 
containing  airing  closet,  dryer,  blanket  and  solution  warmer,  instrument 
sterilizer,  utensil  sterilizer,  work  table,  built-in  cabinet  with  counter  shelf, 
deep  cupboards  flush  with  the  wall,  utility  sink  and  drainboard,  and 
refrigerator  with  compartments  for  ice  and  biological  products.  A  toilet 
for  nurses  opens  off  this  room. 
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Fig.  20.  Typical  Ward,  Semi-Private  Patients  Pavilion,  The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated ;  S.  S.  Goldwater,  M.  D.,  Consultant. 
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On  the  second  through  the  seventh  floors  a  central  nurses’  station 
directly  overlooks  the  elevator  lobby  into  which  two  passenger  elevators 
open,  with  a  visitors  room  adjoining  it  and  under  visual  control  from 
the  nurses’  station.  The  medicine  cabinet  and  medicine  sink  are  located 
in  the  nurses’  station.  A  telephone  booth  for  the  use  of  patients  and 
public,  a  drinking  fountain,  and  a  mail  chute  are  located  in  the  elevator 
lobby. 

A  large  linen  closet  and  a  stretcher  closet  are  centrally  placed,  and  on 
each  floor  there  is  an  examining  and  treatment  room  containing  an  all¬ 
service  sink,  electric  sterilizer,  and  electric  power  outlets. 

Two  generous-sized  service  elevators  open  into  a  service  hall  which 
leads  indirectly  to  the  floor  pantry  or  serving  room.  Food  supplied  from  a 
central  kitchen  in  another  building  is  brought  to  the  floors  in  bulk  and 
the  trays  are  prepared  in  the  floor  kitchens.  The  janitor’s  closet  opens  into 
the  service  hall  adjoining  the  service  elevators,  and  a  clothes  chute  is 
near  by. 

Twelve  operating  rooms  occupy  the  eighth  and  ninth  floors,  the 
average  size  being  18  feet  6  inches  by  19  feet.  Some  of  the  rooms  replace 
operating  rooms  of  the  general  surgical  service  in  the  administration 
building  which  have  been  in  constant  use  for  many  years  and  no  longer 
meet  the  hospital’s  needs.  The  ninth  floor  of  the  new  building  is  con¬ 
nected  by  a  bridge  with  the  existing  surgical  ward  building,  so  that 
patients  from  the  major  surgical  wards  are  carried  to  the  six  new  operating 
rooms  by  a  single  unbroken  elevator  journey.  The  three  pairs  of  operating 
rooms  on  each  of  the  two  floors  are  arranged  in  conventional  fashion, 
with  a  single  scrub-up  room  and  local  sterilizing  room  between  each  pair. 

Natural  lighting  for  the  operating  rooms  has  not  been  particularly 
stressed,  partly  because  the  exposure  of  many  of  the  rooms  is  unavoid¬ 
ably  west  by  northwest  instead  of  due  north,  and  partly  because  the  staff 
preferred  a  uniformly  reliable  system  of  artificial  illumination.  Metal 
Venetian  blinds,  placed  outside  the  window  sash  but  worked  from  within, 
control  the  glare  of  the  western  sun. 

Each  sterilizing  room  is  about  9  feet  6  inches  wide  and  from  1 5  feet 
6  inches  to  17  feet  long,  and  is  provided  with  two  ordinary  instrument 
and  two  utensil  sterilizers  (so  that  the  work  of  each  operating  room  may 
be  conducted  independently).  Sterile  water,  prepared  in  large  automatic 
central  sterilizers  placed  on  the  eleventh  or  tower  floor,  is  piped  to  the 
operating  room  floor,  with  the  outlets  in  the  local  sterilizing  and  utility 
rooms.  Each  of  these  rooms  contains  a  heated  cabinet  for  blankets  and 
solutions,  a  flushing-rim  slop  sink,  and  a  sink  with  double  drainboard  for 
cleaning  instruments.  Each  operating  room  is  provided  with  outlets  for 


0W6UV.TATI0B 


355 


356 


Fig.  22.  Operating  Area,  Eighth  and  Ninth  Floor  Plan,  Semi-Private  Pavilion, 

The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated ;  S.  S.  Goldwater,  M.  D.,  Consultant. 
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compressed  air  and  vacuum,  with  alternating  current  connections,  and 
with  a  duplex  x-ray  viewing  box. 

The  scrub-up  rooms  are  located  between  the  sterilizing  rooms  and  the 
corridor,  and  each  contains  four  individual  scrub-up  sinks.  These  rooms 
open  directly  into  the  corridor  through  trimmed  openings  without  doors, 
while  both  the  scrub-up  and  sterilizing  rooms  communicate  directly  with 
the  operating  rooms  by  double  swinging  doors. 

The  temperature  of  the  mechanically  supplied  air  of  the  operating 
rooms  is  controlled  both  summer  and  winter,  and  an  automatic  humidi¬ 
fying  device  will  contribute  to  both  safety  and  comfort.  A  compensating 
exhaust  system  for  the  operating  rooms  is  planned  to  work  indirectly 
through  the  adjoining  sterilizing  rooms. 

The  operating  rooms  are  finished  in  gray-green  tile  carried  up  above 
the  door  heads  and  across  the  face  of  the  galleries,  which  are  reached 
through  separate  entrances  and  are  set  2  feet  above  the  floor.  Above  the 
solid  gallery  rail  is  an  inclined  plate  glass  screen,  against  which  the  spec¬ 
tators  may  lean,  and  through  which  they  look  down  on  the  operative  field. 
The  scrub-up  and  sterilizing  rooms  have  tiled  floors  and  walls.  The 
corridor  floor  is  of  rubber  tile,  the  walls  wainscoted  with  glazed  tile  to  a 
height  of  4  feet  9  inches. 

Surgical  supply  cabinets  are  built  into  the  wall  between  the  operating 
rooms  and  the  corridor,  some  opening  into  the  rooms  and  some  onto  the 
corridor.  In  addition,  recessed  open  glass  shelving  is  provided  in  the 
operating  room. 

On  each  operating  floor  there  are  four  anesthetizing  rooms,  two  near 
each  end  of  the  building.  Locker  and  dressing  rooms  for  the  resident  staff, 
visiting  staff,  and  nurses  are  provided  on  each  floor,  as  well  as  a  central 
workroom,  a  small  laboratory  equipped  for  frozen  tissue  work,  an 
orderlies’  toilet,  an  apparatus  room,  and  a  cleaning  closet.  A  small  room 
for  a  clinical  stenographer  adjoins  the  supervisor’s  office  on  each  floor, 
and  is  connected  with  it. 

The  principal  roof  story,  or  tenth  floor,  directly  above  the  operating 
room  floors,  accommodates  convalescent  patients,  with  a  large  solarium 
overlooking  Central  Park,  a  smoking  room,  two  covered  loggias,  and 
extensive  uncovered  roof  areas. 

On  the  eleventh  floor,  in  a  setback  story  above  the  solariums,  are 
quarters  and  equipment  for  sterilizing  and  preparing  dressings,  supplies, 
and  solutions,  as  well  as  the  central  water  sterilizers  with  their  automatic 
controls.  The  layout  is  rather  extensive,  including  large  built-in  sterilizers 
designed  to  provide  aseptic  dressings  for  the  entire  850  bed  hospital, 
which  includes,  besides  the  semiprivate  service  in  the  present  building,  an 


Fig*  23.  Sterilizing  and  Supply  Area,  Eleventh  Floor  Plan,  Semi-Private  Pavilion, 

The  Mount  Sinai  Hospital,  New  York,  New  York. 

Robert  D.  Kohn  and  Charles  Butler,  Architects  Associated;  S.  S.  Goldwater,  M.  D.,  Consultant. 
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extensive  surgical  ward  service  of  nearly  300  beds,  a  private  patients 
service  of  131  rooms  (preponderantly  surgical),  and  a  large  outpatient 
department. 

Red  brick  with  limestone  base  and  trim  was  used  in  construction,  in 
order  to  follow  as  closely  as  possible  the  general  architectural  appearance 
of  the  existing  buildings.  The  arched  windows  of  the  solarium  placed 
above  the  two  floors  of  operating  rooms  form  the  crowning  feature  of  the 
building,  above  which  extends  the  low  tower,  with  its  windows  grouped 
vertically. 

The  ward  floors  are  covered  with  asphalt  composition  tiles  with  coved 
rubber  bases;  the  subutility  rooms  have  the  usual  tile  floors  and  wainscots. 
The  pantries  and  adjoining  service  halls  are  floored  with  flint  tile.  Glazed 
tile  wainscots  the  pantry  walls  to  a  height  of  6  feet,  while  the  service  hall 
walls  are  protected  by  pipe  rails.  Service  doors  are  protected  with  3  foot 
6  inch  kick  plates  of  bakelite  or  polished  rustless  steel,  depending  on  the 
amount  of  hard  usage  they  are  expected  to  receive. 

The  sun  porches  are  floored  with  brown  quarry  tile  and  have  walls  of 
buff  glazed  terra  cotta.  The  solarium,  which  measures  19  by  88  feet,  is 
floored  with  terrazzo  and  has  a  base,  border,  and  wainscot  of  faience  tile. 
The  adjoining  uncovered  roofs  are  floored  with  tile;  they  have  low  parapet 
walls,  about  18  inches  high,  topped  with  high  iron  railings  for  absolute 
safety. 

Heating  is  by  a  hot  water,  direct  radiation  system.  Brass  pipe  is  used 
for  both  cold  and  hot  water  plumbing,  and  all  fittings  are  chromium 
plated.  Natural  ventilation  is  relied  on  except  in  the  operating  rooms  and 
for  the  pantries,  toilets,  wash  rooms,  and  subutility  rooms,  for  all  of  which 
a  positive  exhaust  system  has  been  provided.  All  of  the  general  lighting 
is  by  direct  fixtures. 
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Neustadter  Home  * 

WITH  YORK  &  SAWYER 


The  Neustadter  Home,  just  outside  New  York  City,  serves  as  a  non¬ 
sectarian  convalescent  and  vacation  home  for  about  55  women.  The 
single  building,  standing  on  6  acres  of  land,  is  175  feet  long  and  100  feet 
wide.  Principal  materials  are  brick,  steel,  and  concrete;  the  roof  is  slate; 
the  floors  are  terrazzo  in  the  corridors,  recreation,  and  dining  rooms;  tile 
in  the  kitchens,  bathrooms,  lavatories,  and  toilets;  battleship  linoleum  in 
the  wards;  and  cement  in  the  basement  corridor  and  storerooms. 

Of  the  55  patients  for  whom  the  home  provides,  32  are  accommodated 
in  3  wards  of  12,  8,  and  12  beds,  respectively.  These  wards  are  divided 
by  low  partitions  and  hanging  curtains  into  individual  cubicles,  6  feet  9 
inches  by  10  feet  each;  the  cubicle  partitions  begin  one  foot  from  the 
floor  and  are  7  feet  high.  In  each  cubicle  there  is  a  combined  dressing 
table  and  chest  of  drawers.  The  wards  are  so  arranged  that  each  cubicle 
has  its  own  window.  With  the  exception  of  a  few  patients  in  single  rooms, 
those  who  are  not  in  the  wards  occupy  rooms  having  2  beds  each. 

Certain  facts,  not  generally  understood,  became  clear  in  the  planning 
of  the  home.  Offhand,  most  hospital  men  would  probably  assume  that 
the  amount  of  construction  per  patient  is  notably  less  for  a  first-class 
convalescent  home  than  for  a  small  or  moderate-sized  general  hospital, 
thanks  to  the  relatively  simple  character  of  convalescent  care.  This 
assumption,  it  appears,  does  not  hold  if  the  convalescent  home  is  planned 
on  liberal  lines.  A  study  of  the  accompanying  plan  will  show  that,  com¬ 
pared  with  a  hospital  for  the  acutely  sick,  space  for  operating  rooms  and 
for  nurses  and  for  nursing  work  has  been  saved,  but  that  the  space  pro¬ 
vided  for  the  use  of  patients  outside  of  the  wards  is  far  greater  than  an 
ordinary  hospital  would  require.  This  space  includes  a  large  central 
dining  room,  a  commodious  recreation  room,  and  several  occupation 
rooms  of  liberal  size.  In  addition,  there  is  sufficient  loggia  and  balcony 

*  Yonkers,  New  York. 
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Fig.  24.  First  Floor  Plan,  Neustadter  Home,  Yonkers,  New  York. 

York  &  Sawyer,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 
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Fig.  25.  Second  Floor  Plan,  Neustadter  Home,  Yonkers,  New  York. 
York  &  Sawyer,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 
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space  to  accommodate  all  of  the  patients  out  of  doors  when  desired.  Obvi¬ 
ously,  these  features  should  contribute  distinctly  to  the  comfort  and 
welfare  of  the  patients  in  a  home  which  is  to  be  occupied  throughout  the 
year. 

The  entrance  on  the  first  floor  has  been  placed  to  the  left  of  center; 
this  was  done  because  it  was  thought  desirable  to  retain  the  best  part  of 
the  south  front  for  the  large  recreation  room.  The  wards,  at  either  end 
of  the  building,  have  doors  opening  directly  onto  the  adjoining  porches. 
Lavatories,  toilets,  and  baths,  each  in  a  separate  compartment  with  its 
own  window  for  ventilation,  connect  with  each  ward,  and  adjoining  each 
ward  is  a  locker  room  containing  individual  metal  lockers. 

Special  features  of  the  second  floor  are  the  occupational  therapy 
rooms;  two  unassigned  rooms  reserved  for  special  therapy;  a  private  cor¬ 
ridor  for  nurses  which  connects  with  six  individual  bedrooms,  toilets,  and 
baths ;  a  superintendent’s  suite ;  a  suite  of  4  double  bedrooms  with  bath  and 
toilet  for  the  maids;  and  finally,  an  isolation  suite  of  two  rooms,  pantry, 
toilet,  and  bath.  The  rooms  open  directly  onto  a  flat  roof  which  can  be 
used,  when  required,  exclusively  for  segregated  patients;  thus  patients 
who  are  isolated  for  any  cause  can  enjoy  the  same  advantages  of  outdoor 
convalescence  as  the  rest  of  the  patients. 

The  basement  contains  the  boiler  room,  cold  storage  room,  trunk 
room,  a  series  of  small  storerooms  for  miscellaneous  uses,  a  room  for 
garden  implements,  fumigating  room,  engineer’s  workshop,  a  suite  of 
rooms  for  male  employees,  a  receiving  office,  kitchen,  serving  room, 
employees  dining  room,  locker  room  for  nonresident  female  employees, 
laundry,  and  a  sewing  room. 

Electricity  is  obtained  from  the  local  power  company. 

A  dining  room  for  officers  and  nurses  is  located  on  the  first  floor,  on 
one  side  of  the  principal  serving  room ;  on  the  other  side,  the  serving  room 
opens  directly  into  the  patients  dining  room. 

Future  extensions  can  readily  be  erected  at  the  east  and  west  extremi¬ 
ties  of  the  main  corridor;  and  if  the  wards  which  are  added  are  not  very 
large,  it  will  not  be  necessary  to  duplicate  the  existing  ward  toilet,  lavatory, 
and  bathing  facilities. 
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Beth  Israel  Hospital  * 

WITH  F.  GRAD 


The  land  purchased  by  Beth  Israel  Hospital  for  its  new  construction 
originally  consisted  of  two  parcels,  divided  by  a  narrow  street.  As  this 
street  was  not  important  to  the  neighbors,  permission  was  obtained  from 
the  city  authorities  to  close  it,  which  made  available  a  plot  measuring 
430  by  460  feet,  with  street  frontages  on  three  sides. 

We  were  instructed  to  aim  at  producing  a  hospital  of  not  less  than 
250  and  not  more  than  300  beds.  There  were  to  be  approximately  100 
ward  beds  for  women  and  a  similar  number  for  men.  The  wards  were 
to  be  classified  as  medical  and  surgical,  but  were  to  be  subdivided  to 
accommodate  certain  specialties.  Private  and  semiprivate  rooms  were  to 
be  arranged  so  that  single  rooms  could  on  demand  be  converted  into 
double  rooms,  and  vice  versa.  There  was  to  be  a  maternity  service  for 
private,  semiprivate,  and  ward  patients.  For  the  children’s  department, 
accommodations  for  medical  and  surgical  cases,  a  special  ward  for  in¬ 
fants,  and  rooms  for  private  and  semiprivate  patients  were  to  be  provided. 
Last,  but  not  least,  we  were  not  to  overlook  opportunities  for  expansion. 

Noise  from  both  external  and  internal  sources  is  the  bete  noire  of 
modern  hospitals.  To  get  away  from  street  noises,  we  adopted  the  idea 
of  placing  the  main  building  as  far  away  as  possible  from  the  street.  A 
modified  I-shaped  building  having  been  determined  upon,  we  found  it 

V 

advantageous  to  throw  this  building  diagonally  across  the  plot,  in  order  to 
obtain  some  sun  exposure  for  all  rooms.  The  axis  of  the  main  building  is 
approximately  north  and  south.  With  the  principal  building  thus  placed, 
it  will  be  easy  to  add  a  second  clinical  building  at  the  northerly  corner  of 
the  plot.  This  future  clinical  building  is  intended  to  be  a  T-shaped  build¬ 
ing,  with  its  arms  extending  east  and  west,  and  with  its  stem  (the  stem  of 
a  reversed  T)  running  toward  the  north.  This  future  building  is  to  serve 
chiefly  for  the  maternity  service,  but  if  the  maternity  service  is  placed  on 

*  Newark,  New  Jersey. 
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the  upper  floors  of  this  building  and  thus  isolated,  there  is  no  reason  why 
the  lower  floors  cannot  be  used  for  other  clinical  classifications. 

The  main  line  of  communication  within  the  clinical  building  runs 
vertically  through  the  central  expanded  portion.  Visitors  approach  from 
the  south  end,  and  having  passed  through  the  office  section  on  the  first 
floor,  find  themselves  in  the  central  elevator  lobby. 

Extending  east  and  west,  respectively,  from  the  central  tower,  are  the 
domestic  service  building  and  the  medical  service  building.  These  build¬ 
ings  are  low  and  therefore  do  not  shut  out  light  and  air  from  patients’ 
rooms.  On  the  roof  of  each  of  the  two  service  buildings  a  solarium  and  a 
covered  loggia  (one  for  private  patients,  the  other  for  ward  patients)  have 
been  placed,  but  a  considerable  section  of  each  roof  is  exposed  to  sun  and 
sky. 

As  the  principal  building  climbs  upward,  the  floors  recede.  The  lower 
floors,  used  for  administrative  purposes  and  for  wards,  are  slightly  ex¬ 
panded  at  the  extremities  of  the  main  stem.  These  extensions  grow  out  of 
the  requirements  of  the  respective  departments.  There  was  no  need  for 
such  expanded  areas  on  the  upper  or  private  floors,  and  at  the  first  set¬ 
back,  small  roof  areas  are  available  in  connection  with  certain  private 
rooms. 

Separate  sun  porches  and  roof  promenades  were  desired  for  the  chil¬ 
dren,  sound  hospital  procedure  requiring  a  strict  separation  of  children 
from  adult  patients,  both  as  a  sanitary  safeguard  and  for  the  comfort  of 
the  adults.  Fortunately,  the  program  called  for  a  smaller  number  of  chil¬ 
dren’s  beds  than  could  be  accommodated  on  a  full  floor;  by  locating  the 
children’s  service  on  the  seventh  floor  (the  whole  general  service  is  below 
this  level)  it  was  possible  to  create  a  setback  at  either  end,  and  thus  to 
obtain  separate  loggias  and  exposed  promenades  for  ward  and  private 
room  children. 

Complete  separation  was  also  desired  for  the  maternity  service,  with 
no  unnecessary  traffic  through  the  department;  this  was  obtained  by 
placing  the  service  in  the  upper  stories  of  the  building.  The  ward  and 
semiprivate  maternity  services  are  on  the  eighth  floor;  the  ninth  floor  is 
for  the  use  of  private  maternity  patients;  and  on  the  tenth,  or  first  floor 
of  the  central  tower,  are  the  delivery  rooms,  with  separate  suites  for  ward 
and  private  patients. 

The  eleventh  story  of  the  tower  is  a  convalescent  solarium;  adjoining 
this  is  a  roof  promenade.  There  are  additional  solariums  on  the  second, 
third,  fourth,  fifth,  and  sixth  floors. 

The  diagonal  position  of  the  main  building  and  the  arrangement  of 
the  clinical  departments  within  it  constitute  but  one  of  the  distinctive 
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features  of  the  plan.  Attention  is  invited  to  another  characteristic  feature. 
In  the  modern  hospital,  patients  require  (apart  from  their  actual  bed 
care)  two  principal  types  of  service — medical,  i.e.,  diagnostic  and  thera¬ 
peutic,  and  domestic,  i.e.,  kitchen  and  laundry.  The  medical  service 
embraces  laboratories,  operating  rooms,  radiologv,  cardiography,  physio¬ 
therapy,  metabolism,  and  the  like;  the  domestic  service,  kitchen,  laun¬ 
dry,  and  supply  rooms.  The  diagnostic  and  therapeutic  division  of  a 
general  hospital  must  be  prepared  to  receive  both  inpatients  and  out¬ 
patients;  the  logical  position  for  these  departments,  therefore,  is  midway 
between  the  ward  and  outpatient  departments.  The  domestic  division 
must  provide  for  two  main  groups  in  the  hospital,  namely,  patients  and 
nurses;  the  logical  position  for  the  domestic  service  building,  therefore,  is 
between  the  patients  building  and  the  nurses  home. 

In  the  present  plan,  the  two  service  buildings  extend  from  and  are 
directly  connected  with  the  central  or  vertical  distributing  tower  of  the 
main  building.  The  logic  of  the  scheme  is  revealed  by  tracing,  for  ex¬ 
ample,  the  handling  of  food  supplies  from  point  of  reception  through  the 
kitchen  department  to  the  central  elevator  stack,  or  the  route  of  newly 
admitted  patients  from  the  ambulance  entrance  through  the  receiving 
ward  to  the  elevator  tower — the  central  distributing  point  for  each 
patients  floor. 

Many  hospital  buildings  have  been  erected  in  the  shape  of  a  Greek 
cross  with  four  extensions  of  equal  height,  but  none  of  these  resembles 
the  Beth  Israel  Hospital.  In  the  present  case,  the  two  lateral  arms  of  the 
cross  are  low  buildings,  freely  designed  for  the  needs  of  the  departments 
housed  in  them.  In  the  more  conventional  plan,  the  special  service  depart¬ 
ments  are  often  made  to  conform  to  a  floor  plan  designed  primarily  for 
private  rooms,  with  the  result  that  operating  and  other  rooms  are  of  im¬ 
proper  size. 

By  keeping  the  service  buildings  low  and  reserving  them  exclusively 
for  their  special  uses,  more  satisfactory  planning  could  be  done.  By  hous¬ 
ing  all  the  patients  in  the  taller  central  stem,  perfect  sun  exposure  was 
obtained  for  all  rooms  intended  for  patients,  a  desideratum  unfortunately 
sacrificed  when  all  the  wings  of  an  X-shaped  building  are  carried  to  an 
equal  height. 

When  ward  and  private  patients  are  housed  on  different  floors  of  the 
same,  rather  large,  hospital  building,  a  separate  entrance  and  waiting 
room  for  the  use  of  ward  visitors  during  visiting  hours  is  desirable.  At 
Beth  Israel  Hospital  this  waiting  room  is  on  the  ground  floor,  below  the 
general  lobby.  Visitors  to  private  rooms  pass  from  the  main  lobby  through 
an  office  section  to  the  central  elevator  tower.  The  first  floor  section  just 
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beyond  the  elevators  has  been  appropriated  for  the  staff  room  and  library. 
The  north  ends  of  the  first  floor  and  basement  contain  the  laboratories. 

The  ward  floors  are  double  units,  with  two  nurses’  stations  to  a  floor, 
the  second  being  allotted  to  the  medical  service  and  its  auxiliaries.  The 
floors  have  a  normal  capacity  of  56  beds;  each  of  the  two  units  has  28 
beds,  with  1 8  beds  in  an  open  ward  and  the  remainder  in  rooms  of  1  bed, 
2  beds,  and  4  beds,  respectively.  Nurses’  stations  are  central  to  their 
related  territory  and  each  directly  overlooks  an  18  bed  ward.  There  is  a 
centrally  located  sink  room,  examining  room,  and  kitchen  for  each  unit, 
in  addition  to  a  fully  equipped  utility  room  common  to  each  two  wards. 
All  of  the  larger  wards  (including  4  bed  wards)  have  running  water. 
The  larger  wards  have  windows  on  three  sides,  and  on  each  ward  floor 
there  are  two  solariums. 

Outside  light  and  natural  ventilation  have  been  provided  for  each  sec¬ 
tion  of  corridor.  Elevators  open  on  side  corridors,  for  purposes  of  noise 
control. 

On  the  private  floors,  opening  off  the  elevator  lobby  are  a  solarium 
at  one  side  and  a  reception  room  for  visitors  at  the  other.  As  the  hospital 
occupies  high  ground  in  a  residential  neighborhood,  the  adjacent  sections 
of  the  city  are  completely  overlooked  from  the  third  and  all  of  the  suc¬ 
ceeding  hospital  floors. 

Private  toilets  or  private  baths  and  toilets  have  been  provided  for 
eight  rooms  on  each  of  the  three  private  and  semiprivate  floors  (the 
fourth,  fifth,  and  sixth  floors).  Two  sink  rooms,  so  placed  as  to  be  within 
close  range  of  the  rooms  served,  provide  for  the  remaining  rooms.  Linen 
and  wheel  chair  closets  on  these  floors  are  ample  in  size. 

The  most  distinctive  features  of  the  children’s  floor  (the  seventh)  have 
already  been  referred  to.  There  remains  to  be  noted  the  separation  of  the 
sections  for  private  and  ward  patients,  respectively,  as  well  as  the  separate 
outdoor  facilities  for  the  two  groups.  A  large  children’s  playroom  is 
another  feature. 

A  covered  corridor  connects  the  outpatient  building  with  both  the 
ground  floor  and  the  first  floor  of  the  medical  service  building.  The 
ambulance  entrance,  emergency  rooms,  and  receiving  ward  occupy 
approximately  half  the  ground  floor  of  the  medical  service  building.  The 
receiving  ward  is  so  arranged  and  subdivided  that  varying  numbers  of 
men,  women,  and  children  can  be  cared  for.  The  self-contained  tonsil 
and  adenoids  ward,  with  an  operating  room,  is  located  on  this  floor.  Any 
possible  overflow  from  the  tonsil  and  adenoids  ward  can  readily  be  cared 
for  in  one  of  the  sections  of  the  adjoining  receiving  ward.  An  isolation 
ward  intended  for  the  emergency  care  of  contagious  cases  and  containing 
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Fig.  28.  Ground  Floor  Plan,  Emergency  and  Receiving  Ward,  Beth  Israel  Hospital,  Newark,  New  Jersey. 

Frank  Grad,  Architect;  S.  S.  Goldwater,  M.D.,  Consultant. 
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three  separate  rooms  with  individual  toilets,  nurses’  station,  kitchenette, 
and  independent  entrance  and  exit,  occupies  the  remainder  of  the  floor. 

About  3,500  square  feet  of  the  first  floor  have  been  allotted  to  the 
department  of  radiology.  At  the  end  of  this  floor,  a  modest  department 
of  physiotherapy,  a  metabolism  room,  and  a  cardiographic  suite  share  a 
central  waiting  space. 

The  entire  second  floor  of  the  medical  service  building  is  devoted  to 
surgery.  There  are  four  major  and  two  minor  operating  rooms,  with  a 
sterilizing  room  and  scrub-up  alcove  for  each  pair  of  rooms,  and  provi¬ 
sion  for  auxiliary  services  is  liberal.  Two  of  the  operating  rooms  have 
built-in  galleries  with  side  entrances. 

The  dining  room  for  auxiliary  workers,  arranged  for  cafeteria  service, 
shares  with  the  main  kitchen  the  basement  of  the  domestic  service  build¬ 
ing.  The  kitchen  has  been  planned  to  conform  to  Jewish  dietary  laws. 
Kitchen  equipment  is  largely  of  monel  metal. 

Dining  rooms  for  pupil  and  graduate  nurses,  medical  staff,  and  office 
staff  are  ranged  about  a  central  serving  room  on  the  first  floor,  directly 
above  the  kitchen.  This  floor  is  tied  to  the  nurses  home  by  means  of  a 
covered  corridor.  The  dining  room  corridor  begins  at  the  elevator  lobby 
on  the  second  floor  of  the  tower  of  the  main  building.  The  third  floor  of 
the  domestic  service  building  contains  interns’  quarters,  as  well  as  a 
number  of  suites  for  administrative  officers. 

In  the  nurses  home  the  classrooms  are  located  at  one  end  of  the 
extremely  light  basement.  The  first  floor  contains  living  room,  library,  and 
reception  rooms  at  one  end,  and  special  suites  with  connecting  baths  for 
faculty  and  supervisors  at  the  other.  The  typical  student’s  room  on  the 
upper  floors  is  a  single  room  with  a  large  built-in  closet  and  running 
water ;  each  floor  also  has  two  rooms  with  a  connecting  private  bath,  and 
four  double  rooms. 

A  section  of  the  ground  floor  of  the  outpatient  building,  three  stories 
high  and  designed  for  future  expansion,  is  arranged  to  house  employees. 
The  building  is  designed  for  a  fully  classified  clinic  service.  Special  features 
are  a  central  record  room,  detention  room,  pharmacy,  social  service 
offices,  spacious,  well-lighted,  well-ventilated  central  waiting  halls,  and  an 
exceptionally  large  dental  clinic,  the  product  of  a  special  donation. 

The  group  of  buildings,  with  its  exterior  of  buff-colored  brick  and 
limestone,  wrought  iron  grilles,  and  red  tile  roofs  of  tower  and  patios, 
shows  Spanish  influence.  The  walls  of  the  main  entrance  lobby  are  of 
Tavernelle  marble,  with  well-proportioned  arches  and  decorative,  spiral 
columnettes  or  imposts  with  ornamental  caps  and  molded  keystones.  The 
floor  is  terrazzo.  Corridor  floors  are  terrazzo,  with  flush-top  sanitary 
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Fig.  29.  Second  Floor  Plan,  Operating  Rooms,  Beth  Israel  Hospital,  Newark,  New  Jersey. 

Frank  Grad,  Architect;  S.  S.  Goldwater,  M.D.,  Consultant. 
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bases.  All  solariums,  waiting  rooms,  and  administrative  quarters  have 
rubberstone  composition  floors,  all  private  rooms  have  terrazzo  floors, 
while  the  floors  of  the  large  wards  are  of  terrazzo  with  field  of  rubber- 
stone.  Diet  kitchens  and  utility  rooms  have  tiled  walls  and  terrazzo  floors. 
Operating  rooms  are  finished  in  pale  gray  tile  for  the  walls  and  terrazzo 
for  the  floors.  Window  openings  in  each  operating  room  are  screened  with 
tapestry  glass. 

Doors  are  of  birch,  flush-veneered,  with  metal  frames,  and  with  flush- 
finished  metal  trim. 

Exhaust  mechanical  ventilation  is  provided  in  the  medical  service 
building  for  all  toilet  rooms,  utility  rooms,  serving  kitchens,  and  all  wards 
and  private  rooms  containing  2  or  more  beds.  In  the  nurses  home  and  in 
the  outpatient  building  all  toilet  rooms  and  all  places  where  patients 
congregate  have  mechanical  ventilation.  In  addition,  all  toilet  rooms 
have  gravity  ventilation,  which  provides  ventilation  when  the  mechanical 
system  is  not  in  operation.  The  kitchen  has  a  separate  ventilating  system. 

Compressed  air  and  vacuum  lines  have  been  provided  in  all  operating 
rooms.  Acid-proof  pipes  have  been  used  for  the  laboratory.  A  refrigeration 
plant  in  duplicate,  with  ample  ice-making  capacity,  circulates  brine  to 
the  refrigerators  in  all  the  kitchens  and  utility  rooms.  All  sanitary  sewage 
is  kept  separate  from  roof  and  yard  drainage. 

Steam  is  generated  in  two  250  horsepower,  high-pressure  boilers, 
equipped  with  feed  water  heater  and  steam-driven  boiler  feed  pumps, 
with  provision  for  two  additional  boilers.  The  boilers  are  fired  by  means 
of  oil  burners,  with  a  22,000  gallon  oil  storage  tank. 

High  tension  current  is  brought  to  a  transformer  vault  in  the  building 
from  two  separate  power  houses.  Automatic  throw-over  switches  have 
been  provided,  so  that  when  one  source  of  supply  fails,  the  other  source 
is  brought  into  service.  In  addition,  a  considerable  portion  of  the  power 
and  light  for  the  buildings  is  supplied  through  duplicate  feeders,  with 
manual  throw-over  switches.  Emergency  lighting  in  operating  rooms  has 
been  provided  through  a  storage  battery  set,  which  gives  a  third  source 
of  supply. 

Practically  all  rooms  and  wards  are  equipped  with  telephone  outlets, 
radio  outlets,  power  outlets  for  the  operation  of  hospital  equipment,  night 
lights,  and  nurses  calls.  A  complete  doctors  call  system  has  been  installed, 
and  cardiograph  lines  run  up  to  convenient  points  in  the  corridors. 


9 


St.  Paul’s  Hospital* 

WITH  YORK  &  SAWYER 


In  authorizing  York  and  Sawyer,  architects,  and  myself  to  prepare  a  set 
of  plans  for  St.  Paul’s  Hospital,  His  Grace,  the  Most  Reverend  M.  J. 
O’Doherty,  Archbishop  of  Manila,  provided  us  with  the  unusually  attrac¬ 
tive  opportunity  of  planning  a  first-class  hospital  for  a  tropical  climate. 
But  the  task  presented  difficulties,  since  for  all  of  us  Manila  was  terra 
incognita.  We  would  have  found  it  impossible  to  proceed  sure-footedly 
or  satisfactorily,  if  Dr.  F.  W.  Dudley,  chief  surgeon  of  the  hospital,  had 
not  generously  come  forward  with  a  wealth  of  information  and  advice 
based  not  only  upon  intimate  knowledge  of  conditions  in  Manila,  but  also 
upon  the  thoughtful  and  intelligent  consideration  of  the  special  require¬ 
ments  of  the  hospital  in  relation  to  the  Sisters,  the  patients,  and  the 
public.  Through  Dr.  Dudley,  we  learned  many  things  which  we  needed 
to  know  about  climatic  conditions,  the  special  needs  and  requirements 
of  the  Sisters,  local  nursing  organizations  and  methods,  structural  needs, 
classification  of  patients,  local  labor  conditions,  labor  output  and  probable 
labor  cost,  native  materials  available  for  building,  and  many  others. 

The  proposed  site  was  about  1,200  feet  distant  from  a  road,  north  of 
the  Manila  city  line,  at  the  crest  of  a  natural  watershed.  Happily,  the  plot 
was  large  enough  to  permit  locating  the  group  of  buildings  as  seemed  best, 
taking  into  consideration  orientation  requirements  and  topographic  condi¬ 
tions. 

The  buildings  face  southwest  and  are  approached  by  two  drives — 
main  and  service.  An  ample  strip  of  green  divides  the  main  drive  for 
incoming  and  outgoing  traffic,  and  mango  trees  line  the  drive.  At  the 
intersection  with  the  drives  leading  to  the  sides  of  the  group  of  buildings 
there  is  an  open  parking  space  for  waiting  motors.  The  service  road  leads 
to  the  service  court  at  the  rear  of  the  group,  and  has  contact  with  the 
kitchen,  laundry,  garage,  power  plant,  and  the  main  building. 

*  This  hospital,  in  Manila,  Philippine  Islands,  was  destroyed  during  World  War  II. 
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Fig.  30.  Plot  Plan,  St.  Paul’s  Hospital,  Manila,  Philippine  Islands. 

York  &  Sawyer,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 


The  architectural  treatment  of  the  group  was  the  result  of  a  study  of 
local  and  climatic  conditions,  and  plan  and  interior  requirements,  rather 
than  an  academic  architectural  project.  It  is,  therefore,  simple  in  detail, 
logical  in  fenestration,  and  pleasantly  restful  in  mass,  with  cool  arched 
loggias,  broad  masonry  surfaces,  tile  roofs,  and  low  outlying  service 
buildings.  It  might  be  classed  as  Spanish  Mission,  which  seems  a  fortunate 
coincidence  when  we  consider  the  architectural  traditions  of  the  islands. 

The  main  building  can  accommodate  180  patients,  a  superintendent, 
thirty-eight  nurses,  twenty-six  Sisters,  two  interns,  and  four  male  em- 
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ployees.  Connected  with  the  main  building  are  the  laundry  and  kitchen 
buildings,  each  of  one  story.  A  centrally  located  chapel  is  part  of  the 
main  structure.  The  boiler  room,  engine  room,  and  garage  are  housed  in 
a  single  structure  slightly  in  the  rear  of  and  midway  between  the  laundry 
and  kitchen.  Financial  considerations  were  chiefly  responsible  for  the 
temporary  omission  of  an  outpatient  department. 
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The  character  of  the  soil  precluded  all  excavation  for  basement  or 
cellar;  this  brought  forward  the  rather  difficult  problem  of  handling  all 
of  the  domestic  traffic  on  the  first  floor  level.  An  open,  covered  corridor 
was  introduced  so  that  supplies  from  kitchen  or  laundry  are  carried  to 
either  wing  of  the  main  building  without  entering  the  main  or  central 
corridor. 

The  ward  program  called  for  separate  accommodations  for  Filipino 
patients  and  for  American  and  European  patients.  The  entire  wing  to 
the  left  of  the  main  entrance  on  the  first  floor  was  assigned  to  Filipino 
patients,  while  the  wing  to  the  right  accommodates  both  Filipino  and 
American  female  patients  and  American  and  European  male  patients. 

The  largest  wards  contain  16  beds,  but  a  majority  of  the  wards  are 
smaller,  with  wards  of  6  beds  each  predominating.  The  largest  ward  unit 
(group  of  wards  with  a  single  set  of  service  rooms)  contains  41  beds.  The 
service  rooms  of  this  group  consist  of  a  centrally  located  nurses’  station 
(in  the  expanded  corridor),  pantry,  utility  room,  and  baths,  toilets,  and 
surgical  dressing  room. 

The  plan,  which  shows  a  considerable  number  of  beds  not  imme¬ 
diately  adjoining  windows,  is  one  that  would  be  unsuitable  for  a  hospital 
not  located  in  a  tropical  climate;  but  since  the  mean  temperature  at 
Manila  is  about  90 0  F.,  the  hospital  is  practically  a  fresh-air  hospital, 
and  its  doors  and  windows  are  wide-open  all  year.  Under  such  conditions 
of  ventilation,  beds  may  without  harm  be  placed  in  an  inside  position. 
In  temperate  climates  it  is  customary  to  seek  the  sun;  in  the  tropics  con¬ 
ditions  are  reversed,  and  the  sun  is  deliberately  excluded  as  much  as 
possible  from  hospital  wards.  To  accomplish  this  for  St.  Paul’s  Hospital 
a  loggia  was  thrown  around  the  entire  hospital,  thus  providing  shade  for 
all  the  wards  and  private  rooms. 

Atmospheric  conditions  in  the  tropics  demand  an  unusual  ceiling 
height.  Dr.  Dudley  proposed  16  feet  as  a  minimum,  but  expressed  a 
strong  preference  for  20  feet.  The  partitions  between  wards  and  corridors, 
at  the  suggestion  of  Dr.  W.  E.  Woodbury,  who  is  familiar  with  the  Philip¬ 
pine  climate,  were  kept  clear  of  the  floor,  in  order  to  afford  a  constant 
circulation  of  air  at  the  floor  level  as  well  as  above — a  method  of  con¬ 
struction  that  would  not  appeal  to  building  committees  in  the  United 
States. 

The  principal  entrance  to  the  main  building  leads  directly  to  a  recep¬ 
tion  room,  a  business  office,  and  the  chapel.  To  the  left  of  the  main 
entrance  are  waiting  and  examining  rooms,  pharmacy,  the  departments 
of  hydrotherapy,  thermotherapy,  and  electrotherapy,  and  a  number  of 
storerooms.  To  the  right,  on  one  side  of  the  corridor,  are  bedrooms,  sit- 
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ting  rooms,  and  bathroom  for  the  interns,  all  connected  by  a  private 
interior  corridor;  on  the  opposite  side  of  the  main  corridor  are  the  office 
of  the  Sister  Superior,  an  office  for  the  staff,  and  a  clinical  record  room. 
There  are  two  additional  entrances,  one  at  each  extremity  of  the  main 
corridor.  The  one  at  the  left  affords  immediate  access  to  an  elevator 
serving  the  private  patients  on  the  second  floor;  the  one  on  the  right 
serves  the  nurses’  demonstration  room  and  reception  room,  and  a  private 
stairway  leading  to  the  quarters  for  nurses  and  Sisters. 

The  kitchen  building  includes  a  receiving  room,  storage  space  for 
perishable  and  nonperishable  foods,  bakery,  main  kitchen,  diet  kitchen, 
preparation  room,  scullery,  and  a  dining  room  for  the  Filipino  help.  A 
covered  corridor,  open  at  the  sides,  connects  the  kitchen  with  the  main 
building.  Symmetrically  opposite  the  kitchen  is  the  laundry  building  in 
which  have  been  placed,  in  addition  to  the  laundry  proper,  a  disinfecting 
plant,  sewing  room,  linen  room,  lockers  and  toilets. 

The  39  private  rooms  are  on  the  second  floor.  There  are  obvious 
advantages  in  having  all  the  private  patients  on  a  single  floor.  A  large, 
centrally  located  utility  room  and  a  fairly  spacious  diet  kitchen  serve  the 
entire  group.  A  small  number  of  rooms  with  private  baths  and  toilets 
have  been  placed  at  the  extreme  ends  of  the  corridor,  farthest  from  the 
common  utility  or  sink  room.  Every  private  room  has  its  loggia.  The  chart 
room  is  close  to  the  elevator  and  stairway  by  which  visitors  gain  access 
to  the  second  floor,  and  is  at  the  junction  of  the  main  and  side  corridors. 
Adjoining  the  chart  room  is  a  sitting  room  for  visitors  and  convalescents. 
A  nursery  and  incubator  room  have  been  provided  for  obstetrical  cases. 

The  quarters  of  the  Sisters  and  nurses  are  in  the  right  wing  of  the 
second  floor.  The  use  of  dormitories  is  prescribed  by  local  custom.  Sepa¬ 
rate  dining  rooms  for  Sisters  and  nurses  occupy  a  central  location  between 
the  sleeping  quarters  of  these  two  groups.  Between  the  two  dining  rooms 
is  a  pantry,  and  directly  opposite,  a  service  elevator.  It  was  at  the  express 
request  of  the  Sisters  that  these  dining  rooms  were  placed  on  the  second 
floor,  in  the  privacy  of  their  section,  rather  than  in  a  more  public  location 
on  the  first  floor,  adjoining  the  kitchen.  There  are  separate  reception 
rooms,  sewing  rooms,  and  locker  rooms  for  Sisters  and  nurses. 

On  the  third  floor  are  three  general  operating  rooms,  a  special  room 
for  plaster  work,  a  surgical  supply  room,  workroom,  and  anesthesia, 
scrub-up,  dressing,  and  instrument  rooms.  A  small  consulting  room  was 
placed  near  the  entrance  to  the  operating  suite.  The  laboratory  suite 
includes  an  office  and  file  room,  a  chemical  laboratory,  and  a  pathological 
laboratory,  the  whole  representing  a  carefully  thought-out  arrangement 
suitable  for  the  average  200  bed  hospital  (teaching  hospitals  would  doubt- 
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less  require  more  extensive  laboratories).  In  the  x-ray  department  there 
are  separate  rooms  for  roentgenography  and  fluoroscopy,  office,  loading 
and  developing  room,  dressing  rooms,  waiting  room,  and  a  room  for 
plate  storage.  For  the  use  of  the  maternity  department  there  is  an  isolated 
suite,  including  labor  and  delivery  rooms,  sterilizing  room,  scrub-up  room, 
toilet  room,  locker  room,  and  supply  closet. 
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Fig.  32.  Second  and  Third  Floor  Plans,  St.  Paul’s  Hospital,  Manila, 

Philippine  Islands. 

York  &  Sawyer,  Architects;  S.  S.  Golclwater,  M.D.,  Consultant. 
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An  outdoor  porch  for  the  Sisters  is  located  at  the  east  end  of  this 
floor.  Roofed  over  and  screened  in,  it  will  provide  shelter  from  the  ele¬ 
ments,  and  will  afford  ample  opportunity  for  exercise  or  rest  in  a  quiet, 
retired  place,  removed  from  the  public  and  the  general  hospital  activities. 

The  roofs  of  the  four  2  story  wings  have  tile  surfaces  and  attachments 
for  awnings;  they  provide  ample  outdoor  space  for  convalescents,  and 
give  an  excellent  view  of  the  city  of  Manila,  the  harbor,  the  San  Juan 
River,  and  the  rolling,  wooded  country  to  the  northeast. 

The  cubic  contents  of  the  main  building  are  approximately  2,200,000 
feet;  the  kitchen  and  laundry  combined  represent  about  335,000  cubic 
feet.  The  unusually  large  cubic  contents,  compared  to  the  number  of 
beds,  may  be  ascribed  to  high  ceilings  (18  feet) ,  wide  corridors  ( 1 1  feet) , 
the  spacious  chapel,  and  the  fact  that  the  main  building  is  surrounded 
by  loggias. 

The  hospital  is  of  fireprof  construction,  except  that  doors,  windows, 
stairways,  and  posts  are  of  wood.  For  the  floors  and  roof,  reinforced  con¬ 
crete  beams  with  concrete  slabs  were  used.  The  specifications  call  for 
gravel  for  all  concrete.  There  is  a  continuous  foundation  wall  of  re¬ 
inforced  concrete  to  resist  earthquake.  The  first  floor,  which  is  from  6 
inches  to  3  feet  above  the  surface  of  the  ground,  is  waterproofed  with  oil. 
Operating  rooms,  surgical  dressing  rooms,  and  baths  are  of  tile.  Terrazzo 
was  used  for  the  entrance  hall,  and  colored  cement  for  the  halls,  rooms, 
and  wards. 
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Hospitalization  of  patients  with  communicable  diseases  is  undertaken 
by  the  municipality  itself  in  many  cities  the  size  of  Wilmington;  this  is 
almost  invariably  the  practice  in  larger  cities,  and  everywhere  the  care 
of  communicable  diseases  is  regarded  as  a  public  responsibility.  But  a 
moderate-sized  city  may  find  it  advantageous  to  assign  this  public  func¬ 
tion  to  a  private  co-operating  hospital,  and  this  is  the  policy  of  Wil¬ 
mington. 

Some  of  the  distinct  advantages  of  a  contagious  unit  of  moderate  size 
forming  part  of  a  general  hospital  plant  are  utilization  of  the  existing 
laboratory  resources  and  other  hospital  facilities;  furthermore,  an  effective 
clinical  consultation  service  is  always  available.  In  a  contagious  hospital 
that  is  not  part  of  a  general  hospital  organization,  it  is  difficult  in  emer¬ 
gencies  to  obtain  consulting  service  on  short  notice,  and  overhead  expense 
is  increased  as  a  result  of  duplication. 

Flexibility  of  plan,  significant  in  general  hospital  construction,  is 
doubly  important  in  the  arrangement  of  a  contagious  unit.  The  old  con¬ 
tagious  building  of  the  Wilmington  General  Hospital,  which  was  origi¬ 
nally  built  for  other  purposes,  has  a  nominal  capacity  of  about  28  beds. 
But  since  the  order  in  which  contagious  diseases  occur  in  a  community 
can  never  be  foreseen  and  is  constantly  changing,  the  working  capacity 
of  the  existing  unit  has  been  frequently  diminished  to  one  half  or  three 
quarters  of  the  full  nominal  bed  capacity  by  the  admission  in  rapid  suc¬ 
cession  of  a  series  of  individual  cases  of  different  diseases.  While  the  stated 
capacity  of  the  new  building  is  not  materially  greater  than  that  of  the 
old  building,  the  new  contagious  ward  has  the  advantage  of  (a)  a  plan 
so  flexible  that  every  bed  will  be  constantly  available,  ( b )  complete 
equipment  for  emergencies  and  complications,  (c)  carefully  detailed 
sanitary  finish,  (d)  suitable  facilities  for  the  preparation  and  distribution 

*  Wilmington,  Delaware. 
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Fig.  33.  Contagious  Unit,  Wilmington  General  Hospital,  Wilmington,  Delaware. 
Brown  &  Whiteside,  Architects;  S.  S.  Goldwater,  M.D.,  Consultant. 
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of  food  and  for  incidental  sterilizing  processes,  (e)  quarters  for  resident 
nurses,  separated  from  that  of  the  patients,  and  (/)  thoroughly  fireproof 
and  safe  construction. 

The  number  of  persons  incapacitated  by  noncommunicable  diseases 
does  not  greatly  fluctuate  from  year  to  year,  so  that  for  general  hospital 
purposes  the  number  of  beds  that  a  community  requires  can  be  estimated 
with  some  accuracy.  But  in  the  case  of  contagious  diseases,  standards 
cannot  be  fixed  so  easily.  Although  epidemics  are  always  possible,  they 
are  comparatively  rare,  and  it  would  be  wasteful  to  keep  ready  for  occu¬ 
pancy  at  all  times  a  number  of  beds  sufficient  to  meet  the  peak  load  of 
communicable  diseases. 

Cases  treated  in  the  Wilmington  General  Hospital  include  scarlet 
fever,  diphtheria,  measles,  mumps,  acute  poliomyelitis,  anthrax,  whoop¬ 
ing  cough,  chickenpox,  erysipelas,  epidemic  meningitis  and  a  number  of 
other,  minor  varieties.  For  this  type  of  service,  the  large  number  of 
separate  rooms  and  small  wards  and  the  resulting  flexibility  of  plan  are 
of  major  importance. 

All  the  accommodations  for  patients  in  the  new  building  are  on  the 
first  floor.  The  admission  department  is  so  arranged  that  patients  can  be 
readily  distributed  to  various  ward  subdivisions.  The  largest  single  ward 
is  one  of  4  beds  for  children,  subdivided  into  individual  cubicles.  There 
are  numerous  single  and  double  rooms,  and  each  ward  and  room  has  its 
own  water  supply  and  toilet  facilities.  Separate  utensils  are  provided  for 
every  patient,  and  the  most  careful  aseptic  technic  is  enforced.  The 
nurses’  station,  supply  rooms,  and  diet  kitchens  are  so  located  as  to  reduce 
travel  to  a  minimum,  thus  enhancing  the  efficiency  of  the  nursing  force. 
A  detention  room  adjoins  the  admitting  room  for  cases  of  doubtful  classi¬ 
fication.  Separate  bathing  and  dressing  units  are  provided  for  (a)  incom¬ 
ing  patients,  (b)  patients  about  to  be  discharged,  (c)  doctors,  and  ( d ) 
nurses. 

The  contagious  wing  has  its  own  operating  room,  which  is  available 
for  emergencies,  and  a  small  clinical  laboratory. 

Various  services,  of  which  the  kitchen  is  the  most  important,  are 
accommodated  on  the  ground  floor.  Here  the  sterilization  of  mattresses, 
linens,  and  patients’  clothes  is  effected,  and  sterile  supplies  are  kept  ready 
for  use.  Adjoining  the  kitchen,  on  the  ground  floor,  are  dining  rooms  for 
nurses  and  help. 

As  the  number  of  patients  fluctuates  from  season  to  season,  it  is  pos¬ 
sible  to  open  and  close  separate  sections  of  the  floor  according  to  need. 
During  an  epidemic,  it  is  possible  to  devote  one  third  or  two  thirds  of  the 
entire  floor  to  patients  suffering  from  the  prevailing  disease,  at  the  same 
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time  keeping  in  reserve  individual  rooms  for  sporadic  cases  of  other 
diseases. 

Hospital  visitors  enter  a  lobby  where  there  is  no  risk  of  contact  with 
patients.  An  observation  platform  encircles  a  considerable  part  of  the 
building,  and  from  this  mothers  may  see  their  children  without  entering 
the  building. 

The  second  floor  of  the  building,  which  is  considerably  smaller  than 
the  floor  below  and  which  can  be  reached  without  contact  with  patients 
or  with  the  hospital  service  proper,  is  devoted  exclusively  to  living  quarters 
for  the  nurses.  Open-air  decks  adjoin  the  bedrooms. 
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